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Part II 


WAR WOUNDS OF THE COLON 

ECENTLY there has been an outpour- 

ing of papers dealing with abdominal 

war wounds which include comprehen- 

sive discussions of wounds of the colon.! 

Reference is made to some of the important papers 

that emphasize basic principles and procedures, 

and due consideration and emphasis are given to 

the stimulating but controversial ideas that devi- 

ate from the ‘‘accepted” ones, which appear in the 
occasional article. 

The main object of this discussion is to correlate 
what has been learned from the wide experiences 
gained in the management of casualties of World 
War II, with a view to the application of this 
knowledge to the treatment of similar wounds in 
civilian practice. 

Battle Wounds. War wounds of the colon are so 
closely bound up with those of the other abdomi- 
nal viscera that they can hardly be discussed 
separately. The following points are decisive to 
the success of colonic (and abdominal) surgery 
performed in the field. 

1. Teamwork is necessary to carry out the pre- 
operative, operative, and postoperative care 
smoothly. 

2. Resuscitation is frequently necessary before 
surgery can be undertaken. In spite of associated 
shock, immediate surgery is at times performed. 
When the shock is due to continuing intra-abdom- 

Formerly, Major, Medical Corps, United States Army. From 
the Surgical Service of the Montefiore Hospital, New York, N. Y. 

1This subject has been brought up to-date, the literature of the 


early part of 1946 being included. 
Part I of this review appeared in the November issue. 


inal hemorrhage (35, 20), transfusion of blood is 
most important in the resuscitation program. 
Great credit is due Richard Lewisohn for his dis- 
covery in 1915 of the citrated method of transfu- 
sion of blood, which was the greatest lifesaving 
measure in the management of casualties in the 
field of battle of World War II. 

Ogilvie (35) believes in copious transfusion of 
blood before, during, and after operation. The 
effect of blood loss upon the mortality rate of 
penetrating abdominal wounds may be disastrous. 
In civilian practice Hamilton observed a mortality 
of 17.2 per cent when a loss of less than 500 c.c. of 
blood occurred; the mortality rose to 41.5 per cent 
when the blood loss ranged between 500 and 1,000 
c.c., and it reached 64.6 per cent when more than 
1,000 c.c. of blood were lost. This observation 
was confirmed by Loria of New Orleans. When 
feasible, autotransfusions may be carried out. 

3. Patients with colonic or rectal injuries were 
usually given the same priority as were patients 
with other penetrating wounds in the abdomen. 
In suspected cases a rectal examination is impera- 
tive as the presence of blood indicates an injury. 
When digital examination fails to disclose a per- 
foration, proctoscopy should be performed (32). 

4. Ether-oxygen anesthesia by the closed tech- 
nique is the anesthetic of choice (Also see chapter 
on anesthesia elsewhere in the text). 

5. The incisions should be as simple as possible. 
The straight median or paramedian incisions that 
go through all layers of the abdominal wall in the 
same plane are the best (35). In civilian traumatic 
practice similar incisions are advocated (15). In 
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rectal wounds, Laufman prefers a main right para- 
median and a left stab iliac colostomy incision. 
This plan allows more room for occlusive protec- 
tive dressings. In closure, the peritoneum and the 
posterior rectus sheath are well approximated 
while the remaining layers of the abdominal wall 
are loosely sutured. The skin is best left open. In 
civil traumatic practice the abdominal wound is 
drained by placing a cigaret drain to the peri- 
toneum in order to prevent infection or the pos- 
sible rupture of an abdominal wall abscess into the 
peritoneal cavity (15). For rapid closure, through 
and through sutures of steel, silver wire, or heavy 
silk may be used. 

The technique should consist of a simple over- 
haul and a rapid repair. The forward surgeon 
‘“‘must have good hands, a stout heart, and not too 
sound philosophy. He is called upon for decision 
rather than discussion, for action rather than 
knowledge of what the best writers think should 
be done” (35). The surgeon at the front should 
not necessarily do what he thinks will give the 
best results, but what he knows will avoid the 
worst danger (36). The source of intraperitoneal 
hemorrhage must be stopped with dispatch. This 
source is usually perforation of a large vessel or a 
tear in the mesentery. The control of mesenteric 
hemorrhage may be complicated when more than 
one vessel is damaged and when the tissues are 
edematous or blood stained. Ogilvie created the 
dictum “‘no mass ligatures, no stitches, no catgut.” 
Mass ligature may compromise the blood supply 
to segments of colon that could have been saved 
by careful hemostasis, stitches cause more bleed- 
ing than they stop, and catgut has a tendency to 
slip off when the bowel is handled during explora- 
tion. 

Exteriorization of the colon is regarded by many 
writers as the greatest single advance in war sur- 
gery of the transverse and left colon. This view is 
not, however, totally shared by some military 
surgeons (24, 6), nor by Sloan in civil practice. 
Hamilton and others have advocated the exclu- 
sion of even questionably injured segments of the 
colon because traumatized areas may become de- 
vitalized and may slough away some time after 
exploration. Observation of exteriorized segments 
of the bowel shows that small perforations of the 
colon are usually surrounded by an area of ecchy- 
mosis which invariably undergoes necrosis and 
slough (26). The uncertainty of estimation of the 
extent of the necrosis makes simple closure of 
colonic lacerations hazardous. Hurt never su- 
tured unprepared colon except for injuries be- 
tween the sigmoid and the extraperitoneal rectum, 
supplementing the suture by a proximal colos- 


tomy. On the other hand, Blackburn and Rob, 
and Imes sutured colonic lacerations without fear. 
Imes has sutured 25 such cases. 

Ogilvie (35) believes that injuries of the fixed 
segments of the colon should be repaired “as well 
as possible under the circumstances,” the retro- 
peritoneal area should be drained adequately 
through a separate incision, and a proximal colos- 
tomy should be performed. However, the Ameri- 
can forward surgeons (20, 13) prefer to mobilize 
the fixed portions of the colon whenever possible 
by freely incising the lateral peritoneal reflections 
with a view to facilitating exteriorization. 

A large laceration of the mobile portion of the 
colon may require resection of the involved seg- 
ment of the bowel and exteriorization of the 
proximal and distal loops as a double barrelled 
colostomy. The stoma is preferably brought out 
through a separate lateral incision in the hypo- 
chondriac region without tension in order to avoid 
infection in the main wound. The wisdom of this 
maneuver is questioned by Colcock who found an 
equal incidence of infection (5 per cent) of the 
wounds in the cases of stab wound colostomy as in 
those in which colostomy was incorporated in the 
original laparotomy wound. 

When a retroperitoneal hematoma involving 
the mesocolon is present, the posterior aspect of 
the colon must be inspected through an incision in 
the lateral mesenteric leaf (8). If the colon is 
injured, exteriorization of the bowel becomes 
mandatory and drainage of the retroperitoneal 
space through a flank incision is desirable. This 
policy also applies to the management of solitary 
colonic wounds when the site of exit is in doubt. 

6. Colostomy. Colostomies in the left side of the 
colon are usually performed for (1) colonic injuries 
when exteriorization is impossible, (2) rectal in- 
juries, and (3) extensive wounds of the perineum 
and buttocks. 

Adequate mobilization of the colon usually per- 
mits rapid formation of a long colostomy spur. 
This in turn facilitates the future restoration of 
intestinal continuity. Two rows of serosal sutures 
uniting the limbs of the bowel are desirable and 
will effectively prevent the omentum or small 
bowel from getting between the loops of the colos- 
tomy spur; when haste is essential one row oi 
sutures will suffice. These sutures approximate 
the longitudinal bands of the colon and should be 
tied without tension. Under no circumstances 
should these sutures pass into the lumen of the 
colon. In civil practice, Jones (28) maintains the 
colostomy loops in position by suturing together 
several epiploic appendages; he never sutures the 
colon itself, “‘neither serosa to serosa nor serosa to 
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any part of the abdominal wall.” The colostomy 
spur should be so constructed that the subsequent 
application of the enterotome will not crush the 
blood supply. Any safe surgical “trick” that will 
save time finds usefulness in military surgery. 

Keene (30, 31) believes that neither a double 
barrelled nor a loop colostomy effectively diverts 
the fecal stream. Feces will progress from one 
loop to another if the two stomas are too close 
together. He believes that the bowel should be 
completely transected and the two stomas brought 
out at different sites on the abdominal wall with 
regard to spur formation. The two intestinal ends 
should be separated for at least 6 cm. and different 
dressings applied to each opening. 

The closure of colostomies may be done in one 
of several ways. The classic procedure entails the 
crushing of the spur and the closure of the anterior 
wall of the stoma. Before the enterotome is 
applied it is imperative to make sure that there 
are no intervening structures between the loops of 
the bowel, and that the two intestinal limbs are 
united to each other. This can usually be estab- 
lished by the simultaneous palpation with an in- 
dex finger in each loop. Following adequate 
crushing of the spur, the colostomy is converted 
into a fecal fistula and closure may be effected by 
a simple extraperitoneal procedure. When the 
application of the enterotome produces nausea, 
vomiting, undue pain, especially pain radiating to 
the back, and urinary tenesmus, the enterotome 
should be promptiy removed and this type of 
closure abandoned. 

Closure of the stoma witout crushing of the 
stoma is a more difficult procedure. Frequently, 
but not always, an intraperitoneal maneuver is 
necessary. If the colostomy stoma is very mobile, 
closure may be performed by the extraperitoneal 
route. When narrowing at the suture line appears 
inevitable the stoma may be enlarged longitudi- 
nally and sutured transversely. One drain is in- 
serted down to the sutured bowel and the other 
into the subcutaneous tissues. Recently Sinaiko 
proposed another simple method of enlarging and 
closing the stoma. 

Keene has employed a one stage intraperitoneal 
end-to-end anastomosis combined with delayed 
closure of the wound for all types of interruption 
of continuity of the large intestine regardless of 
the anatomic distortion present. This policy was 
adopted because over 60 per cent of his 40 cases 
showed “retraction of the bowel ends, loss of 
colonic substance, wound sepsis, extensive scar- 
ring, and the like.” Another ro per cent of the 
colostomies treated by him had been “rotated 
through 180 degrees so that the defecating stoma 


is situated distal to the other stoma.” This, of 
course, placed the mesentery between the loops of 
the colostomy stoma. Unsuspected interposition 
of the small intestines, mesentery, and omentum 
was found often enough to warrant revision of all 
types of colonic stomas regardless of the external 
appearances. In 3 cases of properly performed 
Mikulicz colostomies Keene found loops of small 
intestines so placed that an enterotome would 
have caused considerable injury. As the result of 
his successful experience with 40 colostomies or 
fecal fistulas, Keene established the following pre- 
operative, operative, and postoperative program 
of treatment. 
1. Preoperative preparation. 
a. General measures—the patient should be 
gaining weight. 
(1). High protein (red meat) diet. 
(2). Whole blood, red blood cell suspen- 
sion, and plasma transfusions. 
(3). Correction of fluid and electrolyte 
balance. 
(4). Vitamins. 

b. Evaluation of the bowel and sphincters by 
roentgenography and sigmoidoscopic ex- 
amination. 

c. Anterior Bradford frame care if there is 
digestion or infection of the abdominal 
wall. 

d. Daily irrigations of both loops. 

e. A low residue diet, and succinylsulfathia- 
zole (to include the distal loop) should 
be given for 1 week before operation. 

f. For 48 hours preoperatively, sulfadiazine 
or penicillin should be given in selected 
cases. 

2. Operative technique. 

a. Meticulous irrigation of the colostomy loops 
with soapy water followed by large 
amounts of sterile water. 

b. Complete freeing and mobilization of the 
bowel ends. 

c. Restoration of the anatomic continuity by 
intraperitoneal end-to-end anastomosis. 
Two layers of sutures, a through-and- 
through continuous inverting suture of 
chromic catgut (size oo), and a serosal 
layer of interrupted mattress-type No. 
60 cotton are used. 

d. Closure of the peritoneum, transversalis 
fascia, and inner muscle with interrupted 
chromic catgut (size 1). Silkworm gut 
sutures are then placed through the skin 
and outer fascia but not tied. This elimi- 
nates serosanguineous discharge and 
leaves the wound dry. 
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e. Wound packed open with one layer of 

petrolatum gauze plus dry gauze. 
3. Postoperative care. 

a. Wound inspected at 48 hours and, if clean, 
silkworm gut sutures are pulled and tied. 

b. Nothing by mouth for 48 hours, then fluids 
and low residue foods with progressive 
liberality. 

c. Intravenous fluids, penicillin, or sodium 
sulfadiazine continued as indicated. 

Routine follow up roentgen studies showed only 
1 case of asymptomatic constriction. 

7. Simple lacerations of the cecum in the ab- 
sence of retroperitoneal involvement may be con- 
verted into a tube cecostomy with good results. 
Iixtensive wounds of the terminal ileum, cecum, 
and the lower segment of the ascending colon are 
difficult to manage because of the irritating effect 
of the intestinal drainage. There is considerable 
division of opinion as to the proper surgical attack. 
The iliac stoma is best separated from the colonic 
stoma by the construction of an ileostomy and the 
exteriorization of the colon through separate in- 
cisions. The anastomosis between the small bowel 
and the transverse colon should be effected at the 
earliest practicable moment. 

8. Wounds of Rectum. Laufman, in an excellent 
article, stated that contamination of the perirectal 
space may take place from within and without 
and described the anatomy of the rectum exceed- 
ingly well. The initial operative treatment of 
penetrating wounds of the rectum, as seen in an 
evacuation hospital, consisted of (1) complete 
débridement of the tract, (2) adequate incision of 
the fascia propria to decompress the perirectal 
space with suture of the rectal wall when the 
defect was large, and (3) the construction of tem- 
porary proximal colostomy. (Some authors prefer 
a sigmoid colostomy, while other surgeons, no- 
tably Gordon-Watson, prefer a transverse colos- 
tomy.) Free posterior drainage was best accom- 
plished by incision of the fascia propria with 
exposure of the rectal, sacral, and lateral para- 
median spaces through a parasacrococcygeal inci- 
sion without a coccygectomy. Coccygectomy was 
performed only if concomitant injury to the 
coccyx was present. If two perforations existed, 
the incision was placed on the side having the 
larger laceration; there was no need for an incision 
on both sides. An attempt was made to close the 
large rectal wound, especially when it could be 
found readily. If the defect was small, as visual- 
ized by proctoscopy, the rectal laceration was not 
sutured. Hurt preferred to suture all rectal per- 
forations, while Jarvis and his associates refrained 
from suturing the rectal wounds because these 


usually healed following adequate posterior drain- 
age. 

It is highly important to look for concomitant 
rectal injuries in all entry wounds of the buttocks, 
the perineum, and the thighs. Such an undetected 
injury may lead to fatal pelvic cellulitis. 

In the event that in the course of a laparotomy 
there is doubt whether a bullet which entered the 
buttock or perineum might have gained entry 
into the true pelvis or the pouch of Douglas, the 
pelvis should be swabbed with a sponge on a stick 
as absence of blood on the sponge eliminates the 
likelihood of perforation (20). 

g. Ogilvie (35) observed that “the surgeon who 
drains most often saves most lives.” Estcourt and 
his collaborators concurred with Ogilvie. They 
preferred to drain through a stab wound or 
through the battle wound if it was well placed; 
they never drained through the main exploratory 
incision. Blackburn and Rob drained only when 
the peritoneal cavity was grossly contaminated 
by feces or bile. 

to. Gastric suction is of paramount importance 
because ileus invariably occurs (35). Nasogastric 
suction and intravenous therapy with whole blood, 
protein, plasma, sulfonamides, penicillin, and 
fluid are continued until equilibrium of the pa- 
tient is established. A urinary output of 1,500 
c.c. is important, especially when sulfonamides 
are employed. Parenthetically, sulfonamides and 
penicillin appear about equally effective in the 
prevention of peritonitis. In general, experience 
in war surgery has not justified the enthusiasm 
for chemotherapeusis in the treatment of peri- 
tonitis in civilian practice (26). 

Intestinal (abdominal, in general) casualties 
are kept in the forward centers until they have re- 
gained equilibrium—an average period of about 
10 days. These patients cannot stand travel; even 
a small move may be fatal. Whenever the mili- 
tary situation necessitated early transport the 
mortality of these cases invariably rose. Estcourt 
et al. pertinently pointed out that these patients 
can be moved with fair safety before, but never 
after, operation. 

11. Contamination of the peritoneal cavity 
(with localized sepsis) and renal insufficiency are 
two outstanding complications (26). The occur- 
rence of intestinal obstruction or fistulas is quite 
commonly observed. Individualized appropri- 
ate treatment and measures to prevent protein 
and vitamin depletion should be instituted at an 
early date. 

Rogers called attention to the following danger 
signs: (1) persistent hiccup starting even during 
the operation; (2) slow, persistent distention with 











ain- 


fant 
cks, 


‘ted 


my 
the 
try 
the 
tick 
the 


vho 
and 
hey 

or 
ed; 
ory 
hen 
ted 


nce 
tric 
od, 
ind 
pa- 
500 
des 
ind 
the 
nce 
sm 
°rl- 


ies 
re- 
Dut 
7en 
ili- 
the 
urt 
nts 
ver 


ity 
are 
ur- 
ite 
ri- 
ein 
an 


zer 


ing 
ith 





TURELL: COLONIC AND 


a silent abdomen; (3) continual anxiety; (4) tach- 
ycardia, and (5) diminution of the urinary output. 

Barney and his associates (Med. Clin. N. Amer- 
ica, 1946, 30: 337) reported the frequently encoun- 
tered mechanical intestinal obstruction following 
celiotomies for abdominal war wounds. The in- 
testinal obstruction is produced by adhesions. 
(Also see Garlock’s comments elsewhere in the 
text). In the colon, an inadequate lumen may re- 
sult following the performance of the Paul-Miku- 
licz type of colostomy closure. 

Underwater Explosion. Cameron, Short, and 
Wakeley reported their clinical and experimental 


-studies of abdominal injuries due to pressure 


waves of underwater explosions. The solid ab- 
dominal viscera are seldom injured, whereas the 
gas containing gastrointestinal system is suscept- 
ible to grave injuries. The intestinal lesions vary 
from small intramural hemorrhages to complete 
tears of the wall. The colon was involved more 
frequently than the small bowel! or the stomach. 
Experimental studies on goats revealed striking 
damage to the colon. The lesions consisted of an- 
nular hemorrhage in the intestinal wall, perfora- 
tion of the bowel with prolapse of mucosa, effu- 
sion of blood into the lumen, and rectal bleeding. 

Gage reported his clinical experiences with 98 
men who had survived a sinking at sea and a sub- 
sequent depth charge explosion. Practically all 
the injured men stated that they felt as if they 
had been kicked in the injured region when the 
depth charge went off. Twenty-three patients 
suffered from serious intraperitoneal injury. Prac- 
tically all of the casualties estimated that they 
were within 100 feet of the depth charge when it 
exploded; they were either on their abdomens or 
they were in water above their abdomens facing 
the blast. Conservative treatment was instituted 
because these patients were seen about 36 hours 
after the explosion. Four of the 23 patients died 
of generalized peritonitis; these patients were at 
no time in condition for surgical intervention. 
Operation instead of nonoperative treatment 
might have been indicated in some of Gage’s pa- 
tients had they been received within 10 or 12 
hours after the injury. Secondary perforation of 
a viscus occurred in 2 sailors; in one the perfora- 
tion occurred 40 days after the injury. One pa- 
tient was promptly operated upon and recovered. 
Gage believes that nonsurgical treatment is indi- 
cated when the optimum period of surgical inter- 
vention has passed. 


CIVIL TRAUMATIC ABDOMINAL WOUNDS 


A number of excellent papers dealing with civ- 
ilian abdominal injuries have recently been pub- 
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lished (15, 48, 64). The paper by Dixon, Martin, 
and Ochsner is reviewed in detail for further em- 
phasis and because the ideas and procedures de- 
scribed therein follow quite closely those associated 
with war wounds in the forward areas. These 
authors reviewed 88 personal cases of abdominal 
injuries encountered in New Orleans. An explora- 
tory laparotomy was performed (1) when shock 
continued for over an hour in spite of antishock 
treatment, (2) when lacerated bowel extruded from 
a torn abdominal wall, (3) when there was an un- 
mistakable rupture of a hollow viscus, (4) when in- 
creasing abdominal pain and rigidity was present, 
and (5) when air under the diaphragm was ob- 
served. As in military surgery of forward areas, the 
paramedian incision is favored. In the absence of 
free bleeding, exploration is begun at the middle of 
the transverse colon and is extended toward the 
right side to the cecum and then toward the left 
side to the rectum. Then the small bowel is investi- 
gated, beginning at the ligament of Treitz to the 
ileocecal valve. Solitary small intestinal perfora- 
tions are closed by single pursestring sutures which 
are reinforced with interrupted fine cotton sutures. 
For multiple perforations in close proximity, re- 
section with end-to-end anastomosis is carried out. 
Longitudinal lacerations are closed transversely. 
Large perforations are closed by means of a Con- 
nell stitch and triple zero chromic catgut on an 
atraumatic needle; this is reinforced by inter- 
rupted Lembert cotton sutures. Small lacerations 
of the colon are treated as has just been outlined; 
extensive injuries require exteriorization. Sys- 
temic sulfonamide chemotherapy is preferred to 
the intraperitoneal administration. The perito- 
neum is closed with interrupted cotton sutures. 

A detailed discussion of the postoperative care 
and complications (atelectasis, thrombophlebitis, 
phlebothrombosis, and localized intra-abdominal 
infection) is presented. 

Traumatic Perforation. Kaufman, Sepico, and 
Mosig reported 3 cases of traumatic perforation of 
the rectosigmoid; one was the result of a rectal 
biopsy, another was caused by a colonic irrigation, 
and a third by anenema. The intestinal wall was 
normal in all of these cases. The authors stated 
that the “foreign literature abounds with reports 
of rectal injuries due to enema and sigmoido- 
scopy.” A few such reports have emanated from 
the United States. Alvarez stated that “in my 
experience I have yet to see a colon which was in- 
jured demonstrably by years of enema taking.” 
Kaufman and his associates have reviewed the 
literature and found that perforation has been 
caused by the following: (1) sigmoidoscope; 
(2) enema tips, syringes, nozzles, high colonic 





526 INTERNATIONAL ABSTRACTS OF SURGERY 


tubes; (3) thermometers; (4) bougies and rectal 
dilators; (5) electrodes for fulguration of polyps; 
(6) urethral sounds while making false passages; 
(7) colpotomy; (8) gunshot wounds; (9) impale- 
ment; (10) fracture of the pelvic bones; (11) mis- 
guided attempts at abortion; (12) accidents in 
industries; (13) practical jokes; (14) transurethral 
operations; (15) hydrostatic pressure; (16) sadism 
or sexual perversion, and (17) sodomy. All 3 of 
Kaufman’s personal cases were operated upon 
with 2 survivals. Immediate operative interfer- 
ence is advocated. 

Swenson and Harkins reported the sixty-fourth 
case of perforation (2 complete and 1 incomplete 
laceration) of the rectosigmoid which was caused 
by compressed air. They believe that immediate 
operation is indicated even in suspected cases; 
the method of repair or suture is, to a great ex- 
tent, dependent upon the ingenuity of the sur- 


geon. The incomplete lacerations may be sutured * 


longitudinally in the direction of the rupture. 

The general consensus favors immediate closure 
of the perforation because delay of 7 or more hours 
is invariably fatal (Pearse, H. E.: Arch. Surg., 
1941, 42: 850). Occasionally perforations of the 
rectum or sigmoid which occur during sigmoido- 
scopic examination may be treated conservative- 
ly, especially when a delay of several hours has 
occurred before the diagnosis was established or 
in the case of the aged or poor-risk patient (Sal- 
lick, A. M.: Surgery, 1940, 8: 473). 

Rupture of the rectovaginal septum. Wharton 
reported an unusual case of spontaneous perfora- 
tion of a rectovaginal septum which was success- 
fully repaired by a simple surgical procedure. 

Rectourinary fistula. Wilhelm presented 18 
cases of rectovesical or rectourethral fistulas that 
were caused primarily by surgical trauma and 
malignant disease. Six cases were seen shortly 
after perforation had occurred, and in 3 of these 
the fistulas were cured by such measures as con- 
trol of hemorrhage and urinary drainage, intes- 
tinal bacteriostasis, and induced constipation. 
Radical reparative surgical procedures were em- 
ployed in 5 of 9 chronic rectourinary fistulas. 
Suprapubic cystostomy was instituted in all these 
cases. Preliminary colostomy was superseded by 
succinylsulfathiazole chemotherapy. Four fistulas 
were repaired by the perineal technique of Young, 
while a modified Young procedure was utilized in 
2 other cases. A case of ileorectovesical fistula was 
repaired through an abdominal approach. Wil- 
helm believes that rectourinary fistulas caused by 
trauma or acute inflammatory process will re- 
spond to conservative therapy, while those due 
to a malignant process have a poor outlook. 


Foreign Body. Porter reported an interesting 
case of a Marine who had been attacked and who 
had “a piece of wood shoved up his rectum.” 
Following this the patient suffered from indefinite 
abdominal pain, difficulty in urination, and rectal 
bleeding. Urination was possible only in the 
sitting, but not in the standing, position. Roent- 
genography disclosed a straight and perpendicular 
rectal shadow. Digital rectal examination elicited 
what appeared to be an “end of a stick 114 inches 
inside the rectum.” Under spinal anesthesia with 
the aid of an Ochsner forceps ‘‘a stick of wood 10 
inches in length and 34 by 14 inches thick was 
removed. One edge of the stick was irregular, 


‘ sharp and jagged.” Twenty-four hours following 


the removal of the foreign body the patient void- 
ed, and he had a normal bowel movement within 
48 hours. 

BLEEDING 

Stone (50) contributed a very instructive paper 
dealing with severe bleeding from the rectum 
which occurs suddenly and produces, at times, 
varying degrees of shock. It is extremely difficult 
or impossible to establish the cause of this con- 
dition. As a result of his diagnostic efforts, Stone 
divided these cases into: (1) those in which a def- 
inite cause was established; (2) those in which a 
lesion was discovered that might have been re- 
sponsible for the bleeding, and (3) those in which 
no cause could be discovered in spite of intensive 
investigation. Patients in the third group, main- 
ly those with no detectable lesions, may either 
bleed intermittently or may never bleed again 
after the initial episode. Stone listed the following 
lesions as tuose which may be suspected or proved 
as the cause of bleeding: (1) benign tumors, such 
as polyps and hemangiomas; (2) malignant neo- 
plasms; (3) gastric, duodenal, intestinal, and co- 
lonic ulcers including ulcers in Meckel’s diver- 
ticulum; (4) diverticulosis; (5) regional ileitis and 
colitis; (6) vascular lesions, such as varicose veins, 
infarctions, miliary aneurysms; (7) trauma from 
ingested foreign bodies; (8) erosions from pressure 
of extraintestinal lesions such as aneurysms of the 
large vessels; (9) blood dyscrasias, and (10) hyper- 
tension. 

The undiagnosed cases were treated by immed- 
iate resuscitative or restorative therapy followed 
by diagnostic studies; operative interference was 
avoided as surgery is futile and invites trouble. 
Operation is indicated for the definitely diagnosed 
lesions and for those of questionable character if 
they are believed to be amenable to surgical 
treatment. 

Pfeiffer added to the foregoing list of causes, on 
the basis of his experience, a small mucous erosion 
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into an esophageal vein that was discovered at 
autopsy. Jones (27) reported an interesting case 
of a resectable reduplication of the small intestine 
in a girl 5 years of age, which was apparently the 
cause of the profuse bleeding. Ochsner emphasized 
cholecystitis and the ingestion of large amounts of 
acetylsalicylic acid as causes of obscure bleeding 
from the rectum. The reviewer has encountered 
rectal bleeding as a result of the administration of 
12 gm. of aspirin in divided doses during a period 
of 24 hours. The bleeding is probably caused by 
hypoprothrombinemia, which can be relieved by 
the administration of vitamin K. Christopher 
stressed hemangioma of the small bowel as a fre- 
quently overlooked source of profuse rectal bleed- 
ing. Resection of the tumor bearing bowel re- 
sulted in complete recovery. Truesdale believes 
that esophageal hiatus hernia is a frequently over- 
looked cause of melena. The bleeding is caused 
by an abrasion or erosion and originates from 
varices of the cardia or from the base of an ulcer. 
A rare cause of bleeding from the rectum is carci- 
noma of the appendix (58). 

Baldwin contributed another interesting article 
on the causes of rectal bleeding. He stressed the 
fact that hemorrhoids are the most common, and 
carcinomas the most important causes of rectal 
bleeding. The lesser known causes of rectal bleed- 
ing are arteriosclerosis, uremia and poisoning by 
arsenic or mercury bichloride. The importance of 
an accurate history and a proper examination was 
stressed. Underwood emphasized that rectal 
bleeding is still frequently inadequately evaluated. 
Harris stated that a benign bleeding lesion in the 
anorectum may coexist with a malignant lesion 
higher up. The importance of this fact should not 
be underrated because a large number of cases of 
rectal and colonic malignancies are overlooked 
when benign lesions, such as hemorrhoids, are 
found; usually a complete sigmoidoscopic exam- 
ination is not performed in such cases. Many 
cases of malignancy in the terminal bowel under- 
go hemorrhoidectomies because of rectal bleeding. 
Only continued bleeding from the rectum after 
hemorrhoidectomy leads to further investigation 
and to the discovery of the previously overlooked 
malignant lesion. Garlock, Ginzburg, and Glass 
stated that about 25 per cent of the patients with 
cancer of the rectum seen by them had had a 
hemorrhoidectomy done elsewhere from 2 to 5 
months prior to admission to the Mount Sinai 
Hospital, New York. 


DIGITAL EXAMINATION 


Stone (51) succinctly stressed the importance 
of a digital examination combined with sigmoido- 
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scopy in studying lesions of the lower segment of 
the digestive tract. Serious disorders, such as car- 
cinoma, which are situated within the reach of the 
examining finger are overlooked because of the 
omission of a digital examination. Baldwin stated 
that from 60 to 65 per cent of all cancers of the 
colon and rectum occur within the reach of the 
index finger. There appears to be a reluctance, 
and even an aversion, on the part of some phy- 
sicians to insist on a proper digital examination or 
to train themselves to perform this examination. 
The late Doctor Brenneman believed that a 
“rectal examination is an extremely unpleasant 
experience” and avoided its employment. On the 
other hand, Peterman voiced his astonishment at 
the rarity of the performance of a rectal examina- 
tion in children. Obviously Brenneman’s objec- 
tion and the avoidance of a rectal examination are 
not shared by all pediatricians. The reviewer’s 
experience with juvenile proctology is not in ac- 
cord with Brenneman’s experience. 

In adults, a rectal examination is of distinct 
help in arriving at the correct diagnosis of ap- 
pendicitis as it frequently demonstrates tender- 
ness on the right side which results from the in- 
flammatory appendical process in the pelvis (17). 
Strauss believes that a rectal examination should 
be made in addition to the examination of the 
abdomen in all cases of appendicitis. 

In the study of intussusception even Brenne- 
man employed digital rectal examination and he 
stated that in infants suffering from this lesion 
one should “pay no attention to the painful pro- 
cedure.” Upon withdrawal of the examining digit 
a turbid currant-jellylike mixture of blood and 
mucus very often appears, which is pathogno- 
monic of this lesion; occasionally a cervixlike mass 
with a central dimple may be felt. 

Berk, in a study of gastrointestinal problems 
encountered in the Army, stated that “no single 
examination is so valuable and informative as is 
the digital examination of the rectum.” 


HEMORRHOIDS 


There were 2 papers dealing with a surgical de- 
parture from the usual anatomic dissection of 
hemorrhoids (4, 41). Benjamin and his associates 
free the mucosa from the hemorrhoidal vessels 
through a small linear incision on the perianal 
area perpendicular to the anal opening which is 
about 1.5 cm. from the dentate line. After freeing 
the hemorrhoids, the hemorrhoidal vessel is mor- 
cellated by short bites with scissors. Apparently 
only ulceration of the mucosa makes such dissec- 
tion impossible and impracticable because the 
mucosal continuity cannot be preserved. Rakov 
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enucleates the hemorrhoidal tumor through a 
radial incision which begins in the perianal skin 
close to the hemorrhoidal mass and is carried into 
the anal canal to the apex of the hemorrhoids. 
Redundant skin may be removed according to the 
needs of the individual case. All primary hemor- 
rhoids are thus removed while the secondary ones 
are dissected submucously through the original 
incision. Intra-anal packing is avoided because 
the insertion and the removal of such packing ele- 
vates the otherwise flattened cutaneous and mu- 
cosal flaps and thus predisposes to “tag” forma- 
tion. The advantages claimed for this procedure 
are: (1) the simplicity of technique; (2) the ab- 
sence of complications and sequelae; (3) diminu- 
tion of postoperative pain as well as of the period 
of convalescence, and (4) a better final cosmetic 
result. This operative procedure is akin to that 
described by Calman (Am. J. Surg., 1941, 53: 
428). 

In criticism of the foregoing procedures it may 
be stated that at least 50 per cent of the patients 
requiring hemorrhoidectomy have concomitant 
local lesions which are the result of a local inflam- 
matory process, that also require surgical excision. 
In fact, the current widely accepted belief is that 
infection of the anal and perianal tissues, preceded 
or accompanied by passive congestion, is appar- 
ently an important single etiologic factor in hem- 
orrhoid formation. It is the belief of some author- 
ities that inflammation and infection are a com- 
mon denominator in many anorectal lesions, hem- 
orrhoids included. Hence, the operation of choice 
for such cases is a nontraumatic procedure that 
will eliminate not only the hemorrhoidal varices 
but also the sources and channels of infection, and 
which will, in addition, provide ample drainage 
through open wounds in order to promote the 
restitution of the inflamed and/or infected anal 
and perianal tissues. The surgical procedures 
of Milligan-Morgan or Buie have a sound ana- 
tomic basis and a perfect underlying surgical 
principle. 

In wartime there was an urgent necessity to 
save duty hours and therefore to speed up the 
time of effective healing of anorectal wounds. 
With this in mind the reviewer deviated from the 
open nontraumatizing type of hemorrhoidectomy 
and began to employ the semiclosed and closed 
types of technique. After a clinical trial with these 
methods of hemorrhoidectomy in the treatment 
of large groups of patients he became convinced 
that the semiclosed type of hemorrhoidectomy, 
which is very much akin to the procedures of 
Milligan and Morgan but the subcutaneous struc- 
tures of the hemorrhoidal bed are approximated 
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without suture of the skin, is a good procedure in 
the absence of inflammation or infection of the 
anorectal tissues. Sulfonamide or antibiotic chemo- 
therapy should be utilized before, and continued 
after, surgery. 

The closed type of hemorrhoidectomy in which 
all tissues including the skin were closed proved 
to be an undesirable surgical procedure even when 
combined with sulfonamides and/or antibiotics, 
because of the high incidence of complications 
which far outweighed the advantage of saving 
duty days. 

The electrothermic method of hemorrhoidec- 
tomy (Warshaw, Arnheim) was also employed in 
cases that were deemed suitable for the semiclosed 
or closed methods of hemorrhoidectomy. It was 
found to be equally as good as the semiclosed 
technique and far superior to the closed type of 
hemorrhoidectomy. 

Whitney and Angelo emphasized the value of 
posterior sphincterotomy in hemorrhoidectomy. 
Among the many advantages of this procedure are 
the prevention of postoperative anal sphincter 
spasm and pain. The reviewer has employed 
posterior spincterotomies with satisfaction as a 
part of hemorrhoidectomy only in those cases in 
which unexplained preoperative anal sphincter 
spasm was present. In posterior sphincterotomy 
the incision is made perpendicular to the fibers of 
only the subcutaneous component of the external 
anal sphincter muscle. 


PROLAPSE 


Smith treated 5 patients with rectal prolapse 
by a modified procedure of compression amputa- 
tion. Four of these patients were elderly and frail 
and had cardiovascular disease, and the fifth was 
obese. In 4 patients the results were considered 
good, although postoperative narrowing at the 
site of amputation was present in 2; the fifth pa- 
tient had had 2 recurrences. Hayden stated that 
the experience at the Massachusetts General Hos- 
pital indicates that rectal prolapse can be success- 
fully treated by a number of different surgical 
procedures, and that Smithwick had performed 
several Delorme operations with considerable 
success. 

The Delorme operation which has been popu- 
larized in the United States by Bevan and David 
is an effective procedure because it not only cor- 
rects the prolapse of the bowel, but restores the 
atonic anal sphincter muscles which have been 
dilated by the prolapse. The reviewer has modi- 
fied and simplified the Delorme procedure and has 
employed it successfully in 5 cases that have been 
followed up for a long time, and in 2 recent cases. 
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Under infiltration or low spinal anesthesia with 
the patient in the inverted or lithotomy position 
the prolapse is maintained at its full length with 
the aid of Allis or Babcock forceps. The lithotomy 
position is employed when a perineorrhaphy is also 
contemplated at the conclusion of the rectal opera- 
tive procedure, which requires a complete change 
of instruments, gowns, gloves, and complete re- 
draping of the patient. If the patient is placed in 
the inverted position, a V-shaped incision is first 
made in the anterior arc of the perianal skin about 
1.5 cm. from the anal verge and the dissection is 
carried cephalad into the anal cana] to the apex 
of the prolapse. Here the incision ends in a V- 
shaped manner corresponding to the one in the 
circumanal area and effects an elliptically shaped 
excision of as wide a strip of mucosa as is deemed 
necessary. If the lithotomy position is employed 
the dissection is begun in the posterior aspect. 
This is done in order to keep the operative field of 
the opposite side free from blood. The subcu- 
taneous component of the anal sphincter muscle is 
visualized. At the mucocutaneous junction (pec- 
tinate line) the mucosa is thin and friable and re- 
quires gentle handling to facilitate the uninter- 
rupted dissection in the proper line of cleavage. 
The mucosa is usually separated from the muscu- 
laris of the prolapsing segment of the bowel by 
blunt dissection with the aid of curved Mayo 
scissors; sharp dissection may occasionally be 
used. Bleeding and oozing may be considerable 
in amount during the process of separation of the 
mucosa from the underlying structures and must 
in all instances be carefully controlled. Perfect 
hemostasis is essential as elderly patients do not 
stand loss of blood very well. 

Dissections similar to that just described are 
made in each of the three remaining aspects or 
quadrants of the circumanal arc of the prolapsed 
gut. It is important to preserve enough anal skin 
between these dissections in order to prevent post- 
operative anal stenosis. 

After completion of these dissections, a suture 
of zero, or finer, chromic catgut is introduced into 
the denuded area of the muscularis beginning just 
above the mucocutaneous junction; several bites 
in successive segments of muscularis are taken 
until the summit of the prolapse is reached. After 
these sutures are tied, the formerly prolapsed 
bowel is pleated or plicated and collapsed in an 
accordionlike manner; it becomes situated in the 
pelvis above the puborectalis portion of the leva- 
tor ani muscle. A small Penrose drain is intro- 
duced into the anal canal and removed in 24 hours. 

When a perineorrhaphy is performed the levator 
ani muscles are approximated well in front of the 
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rectum in order to provide anterior and lateral 
support to the perineum, anus, and rectum. A 
procedure akin to perineorrhaphy may be per- 
formed in men by making an incision in the peri- 
neum as for the classic perineal prostatectomy. 
The levator ani muscles may be brought together 
in front of the rectum with ease in order to exert 
a supportive action. 

In summary, this modified operation consists 
of: (1) segmental excision of the mucosa of the 
prolapsed bowel; (2) segmental excision of the 
anal and perianal skin; (3) elimination of the 
pleating of the external anal sphincter muscle, 
and (4) the incidental provision of drainage of the 
rectal wounds to the exterior through the ano- 
rectal wounds. Parenthetically, in the presulfon- 
amide era such drainage was regarded as a car- 
dinal necessity in anorectal surgery. 


FISTULAS 


Jackman discussed the pertinent reasons for 
failure of operations for anal fistulas. He reviewed 
the records of 500 patients suffering from anal 
fistula and found that 43 per cent of these patients 
had undergone from 1 to 14 unsuccessful opera- 
tions prior to coming to the Mayo Clinic. Faulty 
conception of the origin and course of the disease, 
confusion in regard to the anatomy and terminol- 
ogy, mistaken diagnosis, fear of causing rectal 
incontinence, inadequate postoperative care, fail- 
ure to appreciate the danger of performing ano- 
rectal operations in the presence of infectious 
diarrhea, inadequate anesthesia, and lack of 
teaching facilities in our medical schools are the 
most frequent causes for failure of the surgical 
treatment of anal fistulas. 

Jackman pointed out that the rules promul- 
gated by John Aderne more than 500 years ago 
still hold good, namely, that a fistulous tract 
should be opened from its source to its termina- 
tion regardless of how much sphincter muscle 
intervenes. Some surgeons fear to cut through 
the anal sphincter muscle because of the danger 
of producing an incontinent anus. The cure of 
fistulas demands that all tissues overlying fistu- 
lous tracts should be incised regardless of the 
intervening muscle. The chief causes of inconti- 
nence are faulty packing or neglect of early treat- 
ment of the inflammatory process which irrep- 
arably destroys the sphincter muscle. The post- 
operative care is considered as important as the 
operation itself. 


INCONTINENCE 


Ruzic and his associates presented a new 
method of reconstruction of the sphincter mech- 
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anism in traumatic or operative anal incontinence. 
A strong objection may be registered to their use 
of oil soluble anesthetics as an adjunct to such 
plastic procedure for Truman has recently shown 
experimentally that these anesthetic agents tend 
to delay and prolong the process of healing, to 
increase the inflammatory reaction, and to pro- 
duce increased scar formation. Those surgeons 
employing oil anesthesia in wounds should be 
aware of the facts and ready to accept an in- 
creased inflammatory reaction and delay in heal- 
ing (56). The reviewer has repeatedly called 
attention to the objectionable features of the long 
acting (water or oil soluble) anesthetics when 
applied to wounds (Am. J. M. Sc., 1941, 202: 282, 
Surc. Gyn. Osst. [INTERNAT. ABSTR. SURG., 
1943, 76: 193]). There are many competent proc- 
tologists who believe that when clean cut surgery 
plus preoperative and postoperative care are em- 
ployed there is no need for the long acting anes- 
thetics; at best these agents are poor substitutes 
for good surgery. Ferguson believes ‘that their 
disadvantages seem to outweigh their advan- 
tages.” 

Blaisdell, several years ago, contributed a con- 
structive series of papers dealing with the problem 
of incontinence. The surgical principles then 
enunciated have been recapitulated in a recent 
article. The reader is referred to the original 
papers and to one of my past reviews (Am. J. M. 
Nc., 1941, 202: 282). 


PLASTIC PROCEDURE FOR PRURITUS ANI 


Young and Scott have proposed a plastic two 
stage surgical procedure for intractable anal 
pruritus. The operation is performed by excising 
one-half of the perianal skin at one time in order 
to avoid possible postoperative infection with sub- 
sequent prolonged healing and scarring which in 
turn may result in contracture of the anal aper- 
ture. Following excision of the involved skin on 
one-half of the circumanal area a flap of healthy 
skin from the medial surface of the buttock and 
thigh is immediately shifted to the excised area. 
The technique is as follows: 

“An incision is made at the mucocutaneous 
junction around one-half the circumference of the 
anus. The mucosal edge is prevented from re- 
tracting inward by a number of guy sutures which 
are held by an assistant. The external sphincter 
muscle is exposed and the scarred skin and subcu- 
taneous tissues are dissected from it. A plane of 
dissection is found under the leathery area and the 
dissection is carried outward from the normal 
skin. The flap of scarred tissue is then cut away. 
A flap of skin and subcutaneous tissue of correct 
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size and shape to cover the defect is cut lateral 
to the defect with its base posteriorly. It is swung 
across and sutured to the anal mucosa and to the 
medial lines of excision. The defect left laterally 
is sutured as far as possible. If tension is observed, 
the remainder of the defect is left to granulate. A 
small rubber drain is brought out from under the 
flap at its base and a snug perianal binder is ap- 
plied to hold the flap securely in apposition to its 
bed. The bowel is prevented from moving for 10 
to 14 days depending upon the speed of healing. 
Infection is moderate. There is usually some in- 
flammatory reaction along the suture line but not 
enough to interfere with healing. In 2 to 3 months 
the remaining half of the perianal skin is removed 
and sutured in the same manner.” 

Two of the authors’ 3 patients have been symp- 
tom free long enough to be regarded as perma- 
nently relieved; the third patient was still under- 
going treatment at the time of writing of the pres- 
ent article. This operative procedure is a welcome 
addition to the therapeutic armamentarium of 
intractable anal pruritus especially in view of its 
apparent simplicity and easy execution. The re- 
viewer treats intractable pruritus ani by tattooing 
the involved cutaneous area with mercury sulfide. 
Most patients who show characteristic cutaneous 
changes that are associated with pruritus of long 
standing but without associated anorectal lesions 
have responded well to tattooing (J. Invest. Der- 
mat., 1940, 3: 289; Am. J. Obst., 1941, 42: 290; 
Ann. Surg., 1942, 115: 126; and New York State 
J. M., 1942, 42: 1335. 


CONDYLOMATA ACUMINATA 


Culp and Kaplan reported on the successful 
treatment of 200 cases of condylomata acuminata 
occurring at various anatomic sites, including the 
anal and perianal regions, with podophyllin as a 
25 per cent suspension in mineral oil. Ross has 
employed this drug in the powder form with 


equally successful results. Most lesions disap- 
peared within 4 days after a single application of 
podophyllin. No ulceration or scarring followed 
this therapy. Recurrence or new condylomata 
may occur since this form of therapy does not re- 
move the primary cause. Podophyllin may also 
be used in granuloma inguinale and for the de- 
struction of excessive granulation tissues in sur- 
gical wounds; for the latter it is superior to silver 
nitrate. Podophyllin is of no value for the eradi- 
cation of horny verrucae, condylomata lata of 
syphilis, or benign intestinal polyps. 

Anderson (Arch. Dermat. & Syph. 1946, 54: 66) 
employs a 1o per cent tincture of resin of podo- 
phyllum. Sullivan (personal communication) uti- 
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lizes a 20 per cent podophyllin in 95 per cent 
alcohol. These solutions may be applied to the 
lesion with a cotton swab or camel’s hair brush. 


CRAMP IN RECTUM 


Pruitt recently described the clinical character- 
istics of 23 patients suffering from cramp in the 
rectum. The pain occurred most often at night 
during sleep and was “intense, spasmodic and 
tonic in type, of short duration and localized by 
the patient as ‘in the rectum.’ The pain was unaf- 
fected by the act of defecation and disappeared 
spontaneously without sequelae. The cause is 
obscure and relief of pain is usually spontaneous.” 
Rosser believes that the condition described by 
Pruitt is produced by an intussusception of the 
sigmoid into the rectum which occurs during sleep 
and is frequently relieved by activity. Andrews 
described a similar condition which was produced 
by a neuroma of the spinal cord which was re- 
moved surgically with complete relief. Brashear 
recorded 1 instance of nocturnal rectal cramp in a 
man who was relieved by transurethral resection 
of the prostate, and another case in a woman who 
experienced complete relief following a pelvic 
operation. Thiele believes that the syndrome de- 
scribed by Pruitt represents acute spasm of the 
levator ani muscles. Thiele, as a result of his con- 
tinued studies, thinks that spasm of the levator 
muscles is due either to injury of the coccyx or to 
chronic infection in the adjacent organs such as 
anal structures, posterior urethra, prostate, cer- 
vix, or vagina. Massage of the levator ani muscles 
plus the elimination of the local foci of infection 
(cryptitis, prostatitis, endocervicitis) is the effec- 
tive treatment. 

While on the subject of foci of infection it 1s not 
amiss to note that authorities agree that it is un- 
wise to allow a focus of infection to remain if it 
can be eradicated without detriment to the host. 
The removal of anorectal focal infection is tech- 
nically easy and does not entail the sacrifice of 
vital structures. 


BACKACHE IN GASTROINTESTINAL DISEASE 


Rivers and Roodenburg have presented an im- 
portant and enlightening article dealing with the 
mechanics and pathways of back pain in disease 
of the gastrointestinal and accessory gastrointest- 
inal (gall bladder and pancreas) tracts. In diver- 
ticulitis of the colon when localizing pain over the 
abdomen develops there may be some back pain 
which coincides with the location of the abdom- 
inal pain. With the formation of diverticular ab- 
scess associated back pain is the rule. ‘Usually 
this can be utilized in arriving at an accurate lo- 


PROCTOSCOPIC DISEASES 531 


calization of the lesion because it corresponds 
quite definitely in segmental distribution to the 
intra-abdominal spinal nerves involved by the 
spread of the infectious process.” In ulcerative 
colitis with deep involvement of the colonic wall, 
back pain is present. Only when the lesion is ex- 
tensive and has penetrating characteristics is the 
back pain noticed, otherwise it is not recorded by 
the patient except on direct questioning as pain is 
overshadowed and obscured by other manifesta- 
tions of the disease. 

In carcinoma of the colon and rectum back pain 
usually signifies a penetrating type of lesion; hence, 
its diagnostic and prognostic importance. Cancer 
of the rectum may produce pain in the sacral area 
whereas a carcinoma of the sigmoid colon fre- 
quently is productive of pain in the lumbar region. 
Occasionally back pain is the only complaint. 
Cancer of the other segments of the colon seldom 
produces pain except when fixation to an adjacent 
organ takes place during the progression of the 
erosion of the disease. Then there may occur 
severe localizing back pain which is usually ipso- 
lateral to the portion of the organ involved. The 
authors believe that unilateral shifts of pain aris- 
ing because of penetrating lesions usually travel 
to the cord along the branches of the spinal nerves. 
Malignant lesions may metastasize to the spinal 
column; in these cases the pain is boring, deeply 
located, bilaterally felt, and constant. In this 
connection, attention should be called to the newer 
anatomic studies of the vertebral system of veins 
(Batson) through which the spread of cancer from 
intraperitoneal organs to the central nervous 
system can take place (33). This has been dis- 
cussed elsewhere in the text. 
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Part III 


IMPORTANT ALLIED SUBJECTS 


HE important recent advances in the 

fields of biochemistry and physiology 

alone have greatly affected the practice 

of surgery, of which coloproctology is an 
important branch. The early recognition of path- 
ological processes and the ability to treat disease 
properly are greatly influenced by a wide knowl- 
edge of basic physiological processes. The modern 
surgeon is to a degree an anatomist, surgical path- 
ologist, and a physiologist. In surgery and its 
specialties, one must keep abreast of progress in 
all biological sciences in order to be in a position 
to take better care of the patient. It is with these 
principles in mind that most of the following sub- 
jects have been incorporated in this review. 

Metabolic studies. Colle: and his associates (11) 
have shown that there is a high incidence of salt 
intolerance following general anesthesia. There- 
fore they recommended that saline solutions be 
withheld the day of operation and during the first 
2 days after surgical intervention, and that dex- 
trose solutions in distilled water be used to satisfy 
the fluid requirements. 

Great care should be exercised especially in ad- 
ministering isotonic saline or Ringer’s solution to 
patients who are hypoproteinemic, anemic, aci- 
dotic, or oliguric. 


Ireneus is in complete agreement with the work 
of Coller and his collaborators, and called atten- 
tion to the infrequent hypochloremic state that 
many develop postoperatively. The hypochlor- 
emic state is a rare clinical entity and is equivalent 
to heat exhaustion. The advanced symptoms of 
this condition simulate those of surgical shock 
and extreme prostration. The clinical picture of 
the hypochloremic state is difficult to differentiate 
from salt intoxication, the acute abdomen, post- 
operative ileus, and intestinal obstruction due to 
nutritional edema; only the estimation of the 
blood chlorides clinches the diagnosis. Active 
treatment is obvious—the administration of mas- 
sive doses of fluid and salt plus cortical adrenal 
extract as an aid to the retention of salt in the 
tissues (Soffer et a/., 1944). Prophylaxis consists 
of frequent determinations of the blood chlorides 
in suspected cases and the use of saline solution 
when indicated. 

Continuous spinal anesthesia. Numerous com- 
prehensive articles dealing with the continuous or 
fractional method of spinal anesthesia (Lemmon) 
have appeared in the recent literature. A con- 
tinuous drop method of inducing and maintaining 
spinal anesthesia has recently been proposed and 
is now on trial (Arrowood and Foldes). With con- 
tinuous spinal anesthesia it is possible to obtain 
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an adequate length of time and level of anesthesia; 
these features are essential requirements in colon- 
ic surgery. Hingson and his associates, using 
metycaine hydrochloride, withdraw spinal fluid 
at the conclusion of an operative procedure to 
facilitate a rapid return of motor activity. From 
7 to 20 per cent of the anesthetic drug is thus re- 
covered. This finding dispels the general belief 
that all of the anesthetic drug injected into the 
spinal canal is neurologically fixed in 20 minutes. 
Lemmon and Hager, using procaine hydrochloride, 
also aspirate the spinal fluid at the end of an oper- 
ation in order to hasten recovery from the effects 
of the drug. The complications of continuous 
spinal anesthesia are similar to those encountered 
in single injection spinal anesthesia. The control- 
lability, safety, and adequacy of this method of 
anesthesia are its best recommendations. Con- 
tinuous spinal anesthesia requires the services of 
a trained anesthetist. 

Spinal anesthesia is contraindicated in pene- 
trating abdominal wounds in war surgery (7). 
Spinal anesthesia contracts the intestinal tract 
which causes the expulsion of the intestinal con- 
tents into the peritoneal cavity, and it is not to be 
used for patients who are in actual or impending 
shock which frequently accompanies penetrating 
wounds of the abdomen. For comment on an- 
esthesia in pilonidal disease the reader should refer 
to the section dealing with pilonidal disease. 

Skin bacteria. Lovell studied experimentally 
the location of bacteria of the skin and the effec- 
tiveness of skin sterilization. He attempted to 
localize the bacteria in the skin and then studied 
the influence of surgical cleansing methods upon 
the skin flora. His studies showed that “under 
normal conditions skin bacteria are located on the 
surface embedded in the horny fat, in the crypts 
and crevices, hair follicles, and sebaceous glands. 
Most of the transient organisms of the skin are 
quite superficial and can be removed by mechan- 
ical and chemical cleansing. The resident bac- 
teria are situated so deep in the hair follicles and 
sebaceous glands that they cannot be removed by 
mechanical means without injuring the skin; the 
generally used antiseptics do not penetrate suffi- 
ciently to reach the organisms located in the 
deeper parts of these structures. Although the 
surface of the skin may be rendered relatively free 
of bacteria by mechanical and chemical cleansing 
before operation, during operation the resident 
bacteria rise to the surface, multiply, and thus 
constitute an important source of wound contam- 
ination.” 

Incisions. Gurd comprehensively discussed the 
advantages and the anatomic principles of trans- 


verse abdominal incisions. With these incisions 
there is greater aeration of the lungs, greater com- 
fort, and almost complete absence of pain due to 
the wound. “The practical elimination of atelec- 
tasis and other pulmonary complications in cases 
in which the transverse incision is used is, in my 
opinion, an adequate reason for the employment 
of this technique.” 

Singleton is another staunch supporter of the 
transverse and fascial splitting incision especially 
for surgery of the upper abdomen. Coller and 
Vaughan prefer these incisions to the vertical ones 
for colonic surgery. 

In war surgery, as already alluded to, the ver- 
tical incisions are considered superior to the trans- 
verse apparently because the former lend them- 
selves better to quick abdominal exploration. 
Dixon, Martin, and Ochsner utilize vertical in- 
cisions in traumatic abdominal surgery in civil 
practice. 

Disruption of abdominal wounds. Kraybill 
studied 7 cases of total disruption of abdominal 
wounds with special reference to proteinemia, 
ascorbic acid deficiency of the plasma, and the 
fate of catgut sutures. Six of the 7 patients had 
protein values below normal and no ascorbic acid 
was found in the plasma of any of the 7 patients. 
The daily administration of 150 mgm. of ascorbic 
acid for one week failed to elicit detectable 
amounts in the plasma of 5 of the 7 patients. Of 
the suture material, alloy steel wire plays the 
least inhibitory reactive part in wound healing, 
whereas cotton, silk, nylon, and catgut show in- 
creasing inhibitory reaction to wound healing in 
the order named. 

Gas Pains. Davis and Hansen re-emphasized 
that the intestinal gases are not the result of in- 
testinal putrefaction, but are produced by swal- 
lowing air, as was demonstrated many years ago 
by John L. Kantor. The composition of gas in 
patients with distention shows a high (from 70 to 
85 per cent) nitrogen content corresponding to 
the nitrogen composition of atmospheric air. Most 
of the air is swallowed during the induction phase 
of anesthesia. In a previous study, Davis showed 
that immediately following abdominal operations 
there is weakness of the bowel wall with a definite 
decrease in peristalsis so that gas is not advanced 
to be expelled and this causes distention, pain, 
and, infrequently, vomiting. To evacuate the gas 
as it enters the stomach and in order to prevent 
its entry into the intestines the authors effectively 
employed suction during the operation as well as 
during the immediate postoperative period. 

Drug therapy of postoperative distention should 
take into consideration the results of Puestow’s 
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experimental and clinical studies of intestinal mo- 
tility and postoperative distention. He noted 
that the action of the small and large bowels was 
contrary; when the colon is motile the small in- 
testine is quiet, and vice versa. Opiates, prostig- 
mine, physostigmine, and acetylcholine deriva- 
tives stimulate the small, but inhibit the large 
bowel. Posterior pituitary extract and pitressin 
inhibit the small, but stimulate the large bowel. 

Postoperative ambulation. The most provocative 
discussion on the use and abuse of bed rest was 
initiated by Dock. This discussion was aimed to 
undermine the present day ill conceived but well 
established foundations of bed rest as a thera- 
peutic measure. It was shown that lying in bed is 
sometimes an inferior means of securing absolute 
rest than sitting quietly in a chair, because many 
patients are more restless in bed than they are in 
a chair. Studies of basal metabolic rates have 
shown that the energy exchange while sitting in a 
chair is not materially higher than that of a pa- 
tient lying in bed. Lying in bed leads to impair- 
ment of the appetite, distention, constipation, 
prostatism with or without retention of urine, 
bed sores, loss of muscle tone with atrophy, loss of 
calcium from the skeleton with calcinuria and the 
formation of renal lithiasis, and also to depression 
of the morale. The use of the commode entails 
less discomfort and danger than does the use of a 
bed pan. Pulmonary embolism (which is discussed 
fully elsewhere in the text) is perhaps the most 
serious consequence of bed rest. Postmortem 
studies at the New York Hospital revealed that 
more people die from massive pulmonary em- 
bolism which is a direct result of complete bed 
rest than from many serious illnesses and from all 
the drugs combined. 

It should be pointed out that until the era of 
Florence Nightingale the sick usually got up sev- 
eral times daily for elimination, and perhaps also 
for meals. The development of the profession of 
nursing has ushered in the era of complete bed 
rest with absolute quiet which is aided by the ex- 
tensive administration of hypnotics and narcotics. 
As a result, the patient lies flat in bed and is 
guarded against moving by the solicitous nurse as 
well as by the medication. “As with all perver- 
sions from biologic normality, this too must be 
paid for by discomfort, invalidism, and death.” 

Early ambulation following intra-abdominal 
operations was first proposed by Ries in 1899, but 
this practice did not find acceptance until recent- 
ly. The term early ambulation needs precise def- 
inition as some surgeons ambulate their patients 
on the day of the operation or on the first post- 
operative day, while other surgeons allow their 


patients out of bed on the third or fourth post- 
operative days. 

Leithauser stated that “as a result of getting 
patients out of bed on the first postoperative day 
and increasing their activity as tolerated, circula- 
tory and pulmonary complications have been re- 
duced to a minimum, intestinal function has been 
restored without enemas, and the period of mor- 
bidity and disability has been diminished 50 per 
cent or more.” Leithauser reviewed 29 foreign 
articles comprising aggregate studies of over 
15,000 patients who had been subjected to early 
ambulation and found only 3 definite instances of 
fatal emboli in this group of patients. He also re- 
ported his personal experience with goo private 
patients. 

Leithauser presented evidence gathered from 
published reports which showed that reflexes from 
the incision and traumatized areas have a definite 
relationship to the development of many avoid- 
able complications. Immediately after an ab- 
dominal surgical procedure, as a result of reflex 
to the diaphragm, there occurs a diminution in 
vital capacity which gradually improves following 
the first postoperative day and becomes normal 
between the seventh and fourteenth postoperative 
days. “The extent and duration of the reduction 
in vital capacity bear a direct relation to the ex- 
tent of the surgical procedure.”” Numerous in- 
vestigators have “emphasized that pulmonary 
complications increase in direct proportion to the 
reduction and duration of reduction of vital ca- 
pacity.” About go per cent of primary postoper- 
ative pulmonary complications arise before the 
end of the fourth day while 50 per cent of these 
are established within 24 hours. Reflex phenom- 
ena also exert an effect on the vascular bed and 
the functional activity of the vital organs. Path- 
ological reflexes to the vital organs (kidneys, liver, 
and so forth) and the vascular bed occur immedi- 
ately after the abdominal incision is made and 
promote anoxia, incomplete metabolism, and 
faulty elimination. The intensity and the pro- 
longation of these pathological reflexes increase 
the morbidity and complications. Early ambula- 
tion, deep breathing, and coughing exercises stim- 
ulate the circulation and respiration and hasten 
recovery by decreasing the deleterious reactions 
arising from the abnormal reflexes. Coughing 
exercises expel mucous plugs from the bronchial 
tree and are very beneficial in the presence of pul- 
monary complications. In the standing position 
the weight of the intra-abdominal organs lowers 
the diaphragm and thus facilitates the return of 
vital capacity to normal by allowing air to enter 
beyond the mucous plugs. From a study of the 
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literature and his own observations Leithauser 
concluded that early rising should be instituted 
during the first 24 postoperative hours when the 
vital capacity is at a low level; immediately after 
recovery from the anesthetic is the best time. 

There occurred no eventration in the goo of his 
personal cases. “The tensile strength of sutures is 
greater during the early postoperative period and 
healing is promoted through ambulatory activ- 
ity.”’ Early rising relieves postoperative distress, 
promotes rapid recovery, and returns the patient 
to work early. These aspects have special value in 
military practice. ‘The chief obstacle to early 
rising is fear and respect for tradition on the part 
of the surgeon and patient.” 

Nelson critically analyzed a series of 429 oper- 
ations performed through 426 incisions of the an- 
terior abdominal wall after which early ambula- 
tion was instituted. The majority of his patients 
walked the day of the operation or within the first 
24 hours. Nelson is in substantial agreement with 
Leithauser’s studies and conclusions. Nelson be- 
lieves that early postoperative ambulation is a 
sound advance in surgery and recommends its 
universal adoption. 

Andrus and Barnes listed the following as con- 
traindications to early ambulation: (1) cardiac 
failure, (2) shock, (3) severe anemia, (4) cachexia, 
(5) hemorrhage, (6) the possible presence of 
thrombi and emboli, (7) peritonitis, (8) cholan- 
gitis, (9) pancreatitis, (10) liver infections, (11) 
potentially infected wounds, (12) copious tam- 
ponade, and (13) prolonged preoperative rest. 

Intravenous clotting. In recent years clinicians, 
primarily surgeons, have recognized the frequency 
of intravenous clotting originating in the deep 
veins of the legs as an all too frequent source of 
fatal and nonfatal pulmonary embolism. These 
“recent” facts have, however, been known to 
pathologists for a long time. Castleman, on the 
basis of autopsy investigation, asserted that in 
about 95 per cent of the cases seen at the Massa- 
chusetts General Hospital the source of pulmon- 
ary embolus resided in the deep veins of the legs. 
McCartney studied the records of 25,771 autop- 
sies and found that 4,070 of the deaths followed 
operative procedures. In his postoperative ma- 
terial there were 471 cases, 11.5 per cent, in which 
thromboembolism was present, and 216 patients, 
5-3 per cent, who had apparently died as a result 
of pulmonary embolism. Further analysis of the 
autopsy material showed that thrombosis or em- 
bolism followed surgery performed upon certain 
parts of the body. Fatalembolism following colonic 
surgical procedures occurred in 5.4 per cent of the 
cases; these operations took fifth place among the 
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operations which might lead to fatal embolism 
and seventh place among those which were actu- 
ally followed by fatal embolism. Appendical 
operations took fourth place with regard to the 
number of fatal embolisms which occurred. 
McCartney’s figures also showed that the inci- 
dence of venous thrombosis, with or without pul- 
monary embolism, and of fatal pulmonary em- 
bolism increased with age. In colonic operations 
there were no fatalities from embolism before the 
fifth decade of life, although the peak of the inci- 
dence of thromboembolism occurred in the sev- 
enth decade of life. 

In thrombophlebitis, clotting results from in- 
jury to the vascular endothelium produced by 
mechanical or chemical trauma or by bacterial 
invasion. The clot is firmly attached to the vein 
and does not easily become detached as an em- 
bolus. Embolism may occur when a loosely ad- 
herent red or coagulation thrombus forms prox- 
imal to the fixed or firmly attached white throm- 
bus. In phlebothrombosis, on the other hand, the 
clot is the result of alterations in the clotting ten- 
dency of the blood and venous stasis, hence is un- 
associated with inflammation of the vein wall. 
The thrombus is loosely adherent to the vein wall 
and may easily be detached and produce an 
embolus. 

In recapitulation it may be stated that the gen- 
eral causes of thrombosis are: (1) slowing of the 
blood stream; (2) changes in the composition of 
the blood, and (3) trauma which may include a 
surgical procedure. Slowing of the blood flow has 
been considered as a very important causative 
factor. Changes in the composition of blood in- 
clude alterations in the prothrombin time, clot- 
ting time, calcium value, sedimentation rate, plate- 
let count, infection, and so forth. Wright has 
shown that the platelets begin to rise on the 
fourth day following a surgical operation and are 
most numerous on the twelfth postoperative day, 
and they fall back to normal on the twenty-first 
postoperative day. These phenomena apparently 
correspond with the clinical onset of postoperative 
thrombosis, although, according to Newburger, 
postoperative thrombosis may begin before the 
third postoperative day. Homans (23) believes 
that “life in bed, the reclining position, abdom- 
inal distention, enfeeblement of the circulation 
and elevation of venous pressure in the lower 
limbs, perhaps combined with muscular relaxa- 
tion and atrophy of the legs” are the dominant 
etiologic factors. Hunter and his associates be- 
lieve that the “common denominator in phlebo- 
thrombosis and pulmonary embolism is confine- 
ment to bed. The reason for going to bed is un- 
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important.” This is in substantial agreement 
with Dock. 

Ochsner (38) stated that the “patient with 
phlebothrombosis may have no symptoms. He 
usually has no pain, has little or no fever, and 
there is usually no swelling of the extremity.” 
There often are present an accelerated pulse rate 
which is out of proportion to the rise of the tem- 
perature, restlessness, a sense of impending dis- 
aster, and pain and tenderness in the calf muscles. 
The Homans, or dorsiflexion, sign is positive, 
showing irritability of the soleus and gastrocne- 
mius muscles of the involved extremity. The value 
of phlebography is a debated matter; this diag- 
nostic aid is inconclusive in many cases and oc- 
casionally may suggest a positive diagnosis in a 
normal vein (23). Allen, Linton, and Donaldson 
are gradually discarding phlebograms as this 
diagnostic aid has lost its original presumed im- 
portance. Ochsner (39) is in agreement with this 
latest expression. 

Hunter and his associates strongly stressed the 
importance of prevention of phlebothrombosis. 
They believe that adequate return of blood from 
the deep veins of the lower extremities is depend- 
ent upon: (1) the circulation time, which is direct- 
ly dependent upon cardiac efficiency; (2) the com- 
pressive action of muscular contraction on veins; 
(3) an absence or elimination of mechanical ob- 
struction; (4) maintenance of normal negative 
pressure within the abdomen and thorax, and 
(5) gravity. They stressed the value of postoper- 
ative exercise of the lower extremities; periods of 
exercise should be instituted in the presence of a 
physician or nurse. Many need to be re-educated 
with respect to the causes of thrombosis of the legs. 
Wangensteen advocated that the patient should 
be made to move his lower extremities 1,000 times 
daily. The circulation time can be increased by 
merely elevating to a 30 degree angle the lower 
extremities of the patient lying in the supine po- 
sition. Many surgeons employ the Trendelenburg 
position in order to effect a better return of blood 
from the extremities. “Pillows under the knees 
for more than a few minutes at a time should be 
an absolutely forbidden practice in all hospitals. 
At best the popliteal space is an anatomic bottle- 
neck, and to increase it by flexion and elevation of 
the knees is wholly unjustifiable.” Early ambu- 
lation is of value; it alone will not prevent throm- 
bosis but will diminish its incidence. Hunter and 
his associates do not favor the use of thyroid ex- 
tract but prefer to rely on physiological means 
rather than to risk upsetting the thyroid balance. 

Preoperatively and postoperatively, until the 
patient can move his legs actively, compression 
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bandages are routinely applied to the lower ex- 
tremities, beginning at the toes and extending to 
the groins; this applies to all patients 45 years or 
older and is done to increase the blood flow in the 
venous system (38). To prevent vasoconstriction, 
patients in the Ochsner Clinic are asked to refrain 
from smoking for a few days preoperatively and 
for about 10 days postoperatively because tobacco 
is believed to exert a vasoconstrictor action upon 
the blood vessels. Vasodilatation can be effective- 
ly and simply produced by the use of alcoholic 
beverages. 

Prophylactic measures against intravenous 
clotting should not be neglected during the per- 
formance of a surgical procedure. Ochsner stressed 
the importance of sharp dissection, good hemo- 
stasis, avoidance of mass ligation, and the em- 
ployment of nonabsorbable suture materi>1, such 
as cotton, whenever possible. 

Splinting of the abdominal wall with adhesive 
plaster should be avoided as this causes an increase 
in the intra-abdominal pressure. 

Once postoperative intravenous thrombosis has 
occurred it is important to establish with dispatch 
whether thrombophlebitis or phlebothrombosis 
has developed. Uncomplicated thrombophlebitis 
plays an insignificant role as a source of pulmo- 
nary embolism. Conservative therapy and, es- 
pecially, lumbar sympathetic blocks are extremely 
effective for this condition (23, 48). Suppurative 
thrombophlebitis, on the other hand, demands 
early radical surgical intervention (Ochsner). 

For phlebothrombosis, section and ligation of 
the vein are the surgical procedures of choice; this 
operation will prevent emboli and fatalities. Ho- 
mans (22) has contributed a very comprehensive 
and excellent paper dealing with the preferred 
levels for the interruption of veins and including 
the indications for section of the common iliac 
veins and ligation of the inferior vena cava. 
O’Neill reported 4 cases of inferior vena cava li- 
gation performed for the prevention and treat- 
ment of pulmonary embolism. He suggested 2 
indications for the interruption of the inferior 
vena cava: (1) concurrent phlebothrombosis in 
both lower extremities with extension to or above 
the inguinal ligament, and (2) pulmonary em- 
bolism without a known source. Fine and Starr 
concur with Homans. In addition, these authors 
believe that bilateral vein ligation should be per- 
formed, perhaps routinely, because of the fre- 
quency of bilateral involvement. This idea is en- 
dorsed by Linton, and by Allen, Linton, and 
Donaldson (2). 

Allen and his associates (2) employ femoral 
vein interruption prophylactically in. certain eld- 
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erly patients requiring major abdominal surgery 
for cancer. They believe that the “interruption of 
a normal femoral vein is harmless.” 

Chemotherapy with heparin and dicumarol is 
on trial at the present time. These drugs, given 
alone or simultaneously, appear to be indicated 
for patients with a history of antecedent venous 
thrombosis or embolism. However, Fine and 
Starr believe that heparin and dicumarol are not 
dependable drugs for the prophylaxis of pulmonary 
embolism. De Bakey cautions editorially that 
these anticoagulant drugs may cause postopera- 
tive hemorrhage. Barker and his associates admit 
that dicumarol carries a “small risk of bleeding.” 
Work is now in progress in Boston which deals 
with the beneficial effects of dicumarol employed 
postoperatively (1). The results are expected to 
be published soon. 

Poor risk patients. Andrus and Barnes contrib- 
uted an instructive article dealing with surgery in 
the poor risk patient. They discussed the cardiac, 
gastrointestinal, respiratory, hepatic, and meta- 
bolic aspects of this problem. They also discussed 
the newer knowledge concerning the administra- 
tion of fluids, electrolytes, plasma protein, and 
vitamins. When vitamins are indicated in sur- 


gical patients, adequate preoperative and post- 
operative dosages (thiamine, 50 mgm.; riboflavin, 
10 mgm.; niacin, 100 mgm.; ascorbic acid, from 
500 to 1,000 mgm.;and vitamin K, 2 mgm.) should 


be administered. : 

It may here be interpolated that hypoprotein- 
emia in surgery has received extensive studies in 
recent years. When a high protein diet cannot be 
ingested in hypoproteinemia, it is imperative to 
deliver an adequate protein supply to surgical] 
patients by the parenteral administration of pure 
amino acids, casein hydrolysate, blood, plasma, 
or ascitic fluid. 


PSYCHOSOMATIC MANIFESTATIONS 


Menninger stated that the medical officer, more 
than the civilian doctor, is “faced with personality 
deviations expressed sometimes in behavior, some- 
times in physical functional complaints, some- 
times in frank psychiatric syndrome.” He suc- 
cinctly discussed the relative importance of psy- 
chiatric factors in 5 general groups of illness and 
the attitude of the medical officers toward these 
psychiatric factors. A medical officer who is ig- 
norant of the patient’s emotional factors handi- 
caps his own efficiency and the patient’s health. 
Toa degree treatment will vary, depending on the 
medical officer’s personal status; some develop a 
vindictiveness toward the soldier which they 
would never display in civilian life. It is not un- 
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common to hear a medical officer say “the bastard 
isn’t going to get away with this” or “if I can’t 
get away with it, by the gods, neither will you.” 
General Menninger, in a spirit of constructive 
criticism, pointed out the errors observed in the 
medical and surgical wards and the ways and 
means to their elimination. It is important to 
learn to know and to appreciate the patient as 
well as his complaint and disease. The patient 
may not know the cause of his trouble but he 
knows how he feels, whereas the physician may 
know the cause but he does not know how the 
patient feels. The patient usually senses whether 
his physician is interested or is going through the 
motions. General Menninger’s article should be 
read and reread by everyone interested in the 
psychosomatic aspect of medicine and surgery. 

Shacter stated that psychosomatic symptoms 
of patients who consult the surgeon must neither 
be overlooked nor ignored. They are the expres- 
sion of emotional disturbances manifested as or- 
ganic complaints through the autonomic nervous 
system. Psychogenic symptoms may resemble 
those produced by organic and operable lesions. 
Patients who have a multiplicity of complaints 
and an operable lesion that is not responsible for 
all of their complaints should, for obvious reasons, 
be told of the nature of their complaints before 
surgical therapy is instituted. 

Rosenblum discussed pruritus vulvae in which 
the psychogenesis of the disorder was that of hys- 
terical conversion symptom. Becker believes that 
go per cent of pruritus vulvae or ani is functional 
in nature and that the remaining 10 per cent has 
an organic basis. He observed overactivity and 
oversensitivity in these patients. “Overactivity 
results in the formation of products of exhaustion. 
Oversensitivity results in exaggerated emotional 
reactions which increase the exhaustion.” Roth- 
man stated that thickening of the epithelium 
occurs as a result of chronic scratching and this 
epithelial change increases the susceptibility to 
pruritic stimuli, hence, the justification of local 
therapy for psychogenic vulval or anal pruritus. 
Thickening of the epithelium not only diminishes 
the threshold to physiological pruritic stimuli but 
it also causes inadequate stimuli, such as cold and 
the finest touch, to elicit a paroxysm of pruritus. 
Therefore, localized pruritus is regarded as both 
a psychic and a somatic problem. 

Daniels stressed the importance of personality 
factors in the precipitation and recurrence of ul- 
cerative colitis which is a recurrent, wasting, and, 
frequently, a fatal disease without an established 
etiology. In the majority, but not in all cases, the 
emotional factors are important and the gross 
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psychiatric disorders antedate the onset of the 
disorder. These patients are emotionally imma- 
ture and possess infantile sexual characteristics; 
these individuals frequently break at crises which 
represent a forward step in emotional sexual ma- 
turity such as engagement, marriage, and child- 
bearing. Financial difficulties and loss of a close 
relative frequently cause profound psychic shock. 
A mother fixation, behind which there lies much 
repressed and concealed hostility, is an important 
feature of chronic ulcerative colitis. A study of 
this condition should include a carefully taken 
psychosomatic history and appropriate psycho- 
therapy in suitable cases. 


PILONIDAL CYST AND SINUS 


A discussion of pilonidal disease is included here 
simply because this lesion is treated more often 
by the proctologist than by other surgeons. 

There still is no unanimity of opinion as to the 
embryologic origin of this lesion. Most author- 
ities agree that sacrococcygeal (pilonidal) sinus is 
congenital in origin and that it originates from 
the ectoderm, but they disagree as to whether 
skin or neural tissue is the source of origin. This 
dispute has existed for a long time and has its 
strong adherents and opponents. Shenkin, Hunt, 
and Horn (45) presented autopsy evidence to 
show that a cutaneous sinus in a sacrococcygeal 
dimple is in continuity with a present and dilated 
filum terminale which, in turn, is in continuity 
with the central canal of the spinal cord. These 
authors concluded that their findings constituted 
good evidence to show that sacrococcygeal (pilo- 
nidal) sinuses are the result of maldevelopment of 
the neural canal. Furthermore, their findings 
support the view, long ago expressed by Hermann 
and Tourneux and forcibly championed by Gage, 
that this lesion represents the failure of oblitera- 
tion of coccygeal medullary vestiges. The devel- 
opment of a fatal intramedullary spinal cord ab- 
scess with a purulent meningitis by contamina- 
tion through the cutaneous sinus in the case re- 
ported by Shenkin lends support to Gage’s hy- 
pothesis, based on his embryologic studies, that a 
sacrococcygeal sinus could communicate with a 
persistently patent filum terminale and even the 
spinal cord. This solitary case appears to be suf- 
ficient to re-emphasize the importance of early 
surgical extirpation of a sacrococcygeal sinus as 
advocated by Craig. 

Unanimous opinion concerning the essential 
therapeutic surgical procedures is also lacking. 
The tendency to recurrence characterizes this 
lesion regardless of the form of surgical procedure 
utilized. 


It is now almost generally agreed that recur- 
rence following an operative procedure performed 
by a qualified surgeon is not due, as a rule, to 
overlooked remaining pilonidal sinuses but rather 
to incomplete obliteration of dead space which 
becomes infected. Infrequently, recurrence is due 
to incomplete extirpation of infected tissue ad- 
jacent to the cyst and sinus. Another very im- 
portant heretofore unpublished etiologic consider- 
ation of recurrence of this lesion is that of Shute 
(46) who found viable and virulent organisms in 
the tissues of the buttocks about 1.5 cm. or more 
from the line of excision of the pilonidal cysts. 
The problem of recurrence appears to be one of 
infection and poor wound healing rather than of 
true recurrence of the original epithelial tissue. 

Pilonidal disease was a major surgical war 
problem. The seriousness of this problem was re- 
flected in the numerous publications that had 
emanated from military hospitals. This outpour- 
ing of papers began about November, 1942, less 
than a year after our entry into World War II. 
Most publications reflect the importance of 
trauma in the activation of this lesion, such as 
“riding on unpadded vehicle seats, sleeping on the 
ground, and wearing of equipment which rubs 
against the sacrococcygeal area” (41). Buie 
called this lesion ‘‘jeep disease or pilonidal disease 
of mechanized warfare.” To the foregoing etio- 
logic considerations may be added: (1) hyperhi- 
drosis which is aggravated by increased physical] 
activity and (2) lack of ideal personal hygiene im- 
posed by battle or training conditions (51). 

Rogers believes that the mere presence of pilo- 
nidal disease is not an indication for surgical 
treatment; curative surgery, he believes, is indi- 
cated when the lesion interferes with the per- 
formance of military duty. Like in civil practice, 
quiescent asymptomatic cases should not be op- 
erated upon. In civilian practice excision en bloc 
with packing is the most favored operation. 
Largely as a result of the influence of the work of 
Gage, civilian surgeons are turning to primary 
closure. Stone endorsed the principle of primary 
closure with the concomitant effort of obliteration 
of dead space. A surgical procedure that permits 
the execution of the foregoing sound surgical 
principles is the one proposed and described by 
Shute, Smith, Levine, and Burch. The operation 
permits the radical excision of the primary lesion 
with the involved adjacent tissues, aims to close 
the dead space, and brings together the skin edges. 
The technique is described briefly as follows: 

“A wide, double elliptical incision is carried 
perpendicularly downward to the fascia of the 
gluteus maximus. The circumscribed tissue block 
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is separated from the sacrococcygeal fascia and 
removed. A lateral incision through the gluteal 
fascia in the line of the original incision is now 
made on either side. It is deepened into the fibers 
of the gluteus maximus and the fibromuscular flap 
thus created is turned medially and sutured to its 
fellow of the opposite side, in the midline. This 
fills in the area dorsal to the sacrum, eliminates 
the dead space, and furnishes an abundant blood 
supply to the base of the wound. The lateral flap 
slides medially over the edge of the sacrum and is 
sutured to the opposite lateral flap without ten- 
sion. The skin is now easily approximated.” 

It is important to secure perfect hemostasis and 
to approximate the caudal end of the wound ac- 
curately. This operative procedure is especially 
applicable for primary closure of large uninfected 
pilonidal cysts or of those infected cysts that have 
been thoroughly drained prior to operation. The 
reviewer has successfully employed this operation 
with a slight modification, namely, the principle 
of delayed closure of the wound is utilized (51). 

Small or medium sized pilonidal cysts can be 
eradicated and closed primarily without tension 
by simpler techniques, such as that employed by 
Gage. The application of the sponges over the 
wound to help obliterate the dead spaces is a good 
additional aid to all techniques of primary closure. 

In military hospitals various primary closure 
techniques have been employed with variable 
success. This is evidenced by published reports 
and civilian testimony of competent observers 
like Frank H. Lahey. 

Enucleation excision of the pilondial cyst and 
sinus and primary closure with drainage as con- 
trasted to excision en bloc is advocated by Bart- 
lett. An oblique incision of the skin is made and 
the fat is closed from side to side as well as to the 
fascia in order to obliterate dead space. A small 
soft rubber drain is placed to the depth of the 
wound, which is usually removed on the first day 
of the operation. Bartlett believes that only “a 
wound of this region in which hemostasis is liter- 
ally perfect should be left undrained.” Valid ob- 
jections may be raised to the use of a drain as a 
persistent draining sinus may result in some cases, 
as occasionally occurs following the Morter pro- 
cedure. 

Worthwhile partial closure techniques are those 
described by MacFee and Mutschmann and 
Mitchell. In these procedures the lesion is excised 
en bloc and the skin edges are sutured, without 
tension, to the sacrococcygeal fascia in the mid- 
line, an open area, from 0.2 to 0.5 cm. in width, 
being left between the skin edges for granulation 
and epithelialization. However, Bartlett has ob- 
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served instances of poor healing after this type of 
operation, that was associated with pain upon 
sitting and required secondary surgical treatment. 

Recently, Brockbank and Floyd have reported 
favorably on the so-called marsupialization or 
saucerization operation which was first described 
by Buie a long time ago and was again discussed 
by him in a recent communication. In this pro- 
cedure the roof and most of the sides of the cyst 
are removed but the floor which overlies the fascia 
is undisturbed. The skin edges of the wound are 
sutured to the edges of the cyst. The remaining 
cyst wall is said to undergo squamous metaplasia. 
Bartlett, on theoretical grounds not substantiated 
by his personal experience, questions the validity 
of the egidence for the claim that the remaining 
cyst wall will assume the characteristics of skin. 

Immediate skin grafting following excision of 
the cyst and sinus bearing tissues apparently first 
performed by Scarborough, has been advocated 
by Weeks and Young. Intermediate or thick split 
thickness grafts are used. It should be pointed 
out that while this is an excellent surgical method 
it does not save duty hours because the grafted 
skin cannot usually withstand the strain incident 
to full military physical duty. 

The choice of form of anesthesia employed in 
the surgery of pilonidal disease is of importance. 
Brockbank and Floyd are opposed to local infil- 
tration anesthesia because it increases the inci- 
dence of complications and recurrences as well as 
the period of hospitalization. Forty-seven pa- 
tients who had been operated upon under spinal 
anesthesia were hospitalized for 21.1 days after 
operation, while 116 patients who were operated 
upon under local anesthesia remained in the hos- 
pital for a period of 46.8 days. There were 6 
severe infections following local anesthesia and 
none following spinal anesthesia. 

The value of chemotherapy in pilonidal disease 
is discussed in the chapter dealing with chemo- 
therapy. 
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Straith, C. L., and McEvitt, W. G.: Total Avulsion 
of the Scalp. A Review of the Problem with 
Presentation of a Case of Skin Graft in Which 
Thrombin Plasma Fixation Was Used. Occup. 
M., 1946, 1: 451. 

Traditionally a woman’s hair is her crowning 
glory. To suffer the irremediable loss of complete 
scalping is one of the most terrible of afflictions. A 
malignant fate seems to increase the disaster by 
visiting the misfortune on young women to whom 
physical attractiveness is a pearl beyond price. 

While not rare, this accident is sufficiently un- 
common that many experienced surgeons have never 
dealt with the condition. The treatment is that of a 
real emergency, and there is then no time for study. 
Therefore, it is not surprising that even recent case 
reports show the same errors that have been made 
by surgeons for a century. Few physicians have the 
opportunity to attend a second case. 

Total avulsion involves complete separation of 
the entire scalp from the cranium. 

Today complete scalping, as one would expect, is 
confined almost entirely to women. The scalp is 
usually considered to have five layers—skin, sub- 
cutaneous tissue, the aponeurotic layer, the subapo- 
neurotic layer, areolar tissue—and the periosteum. 
The subaponeurotic layer is loosely woven. 

The authors have included the history of scalping 
and the anatomy of the scalp as well as the mech- 
anism of total avulsion of the scalp. The symptoms, 
physical signs, and subsequent course of the un- 
treated injury are outlined. 

The mechanism of total avulsion is by pull in an 
oblique direction. Rarely is any of the face below 
the eyes, or the neck below the hairline, affected. 
The scalp should be saved and may be utilized. It is 
extremely important also that the hair be rescued 
and preserved, as it makes the best possible kind of 
wig. 

A case of complete avulsion is presented in which 
a successful graft was made at 1 major operation and 
2 minor ones. A thick dermatome graft was used, 
which was caused to adhere to the skull by fibrin 
fixation. The total period of hospitalization was 78 
days. It is the authors’ opinion that this represents 
the best modern management of the denuded skull. 

For the wound seen immediately they suggest a 
method of splitting the scalp and using the outer 
layers as a free graft, which they hope may in the 
future provide victims of total avulsion with a hair 
bearing coverage for the skull. The application of 
blood plasma and thrombin topical solution seems 
an excellent method of fixation. 


HEAD AND NECK 


Plant managers should insist that women working 
around machinery protect their hair with hair nets. 
Harry W. Finx, M.D. 


Giunchi, G.: Temporomaxillary Actinomycosis 
Caused by Anaerobic Actinomyces of the Wolff- 
Israel Type, and Cured by a Combination of 
Sulfa Drugs and Roentgen Therapy (Attinomi- 
cosi temporo-mascellare, da attinomicete anaerobio 
del tipo Wolff-Israel, guarita con trattamento com- 
binato sulfamidico e roentgenterapico). Policlinico, 
sez. prat., 1946, 53: 354. 


The author treated temporomandibular actino- 
mycosis in an 18 year old student with sulfame- 
thylthiazole followed by roentgen therapy. The 
patient had a voluminous tumefaction in the right 
masseter, parotid, and temporal regions with an in- 
distinct outline and of hard elastic consistency; 
there was also a fistula present. The alveolar por- 
tion of the lower jaw was intact and the regional 
lymph glands were normal. A culture of aspirated 
fluid disclosed anaerobic fungi of the Wolff-Israel 
type. Complement deviation tests were positive. 
The intradermal reaction with actinomycotic antigen 
was positive. 

No amelioration could be obtained with potassium 
iodide. Three grams of sulfamethylthiazole were 
administered daily for 4 days, and 2 gm. per day 
were given on the following 7 days. After a 5 day 
interval the entire course was repeated. The tume- 
faction markedly diminished in size, the secretion 
disappeared, and a cicatrization of the fistula took 
place. Bacteriologic examination of aspirated fluid 
gave negative results; the pains and trismus dis- 
appeared. 

Four months later a small tumor was still present, 
but bacteriologic examination gave negative re- 
sults. 

Polyneuritis, which developed in the course of the 
sulfa drug administration, was attributed to the 
medication, and induced the author to abstain from 
the further employment of sulfa drugs. A dosage of 
1,200 r. of x-rays were given and under the influence 
of this treatment the tumor disappeared. com- 
pletely. A check-up 3 years later showed no signs of 
recurrence. JosepH K. Narat, M.D. 


Morales, E.: Osteomyelitis of the Sphenoid Bone 
(Osteomielitis del esfenoides). Rev. otorr., 1946, 6: 1. 


The author reports a clinical observation of a case 
of osteomyelitis of the sphenoid bone in a 14 year old 
boy who on February 15, 1943 had symptoms sim- 
ulating those of influenza, high fever, pain on swal- 
lowing, and left otalgia. On the following day a 
small peritonsillar abscess was observed on the left 
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side; this was incised and a purulent secretion ap- 
peared. During the following days the patient’s 
condition became worse; there was inflammatory 
edema involving the left half of the skull, neck, and 
face with symptoms of meningism, rigidity of the 
neck, Kesnig’s and Brudznoky’s signs, papillary ed- 
ema of the left side, and a leucocyte count of over 
14,000. 

A diagnosis of thrombophlebitis of the cavernous 
sinus, lateral sinus, and left jugular vein was made 
and the patient was given 8 gm. of sulfa drugs daily 
for 10 days. A large tumefaction at the level of the 
left parotid gland was incised but no pus was found. 
There were 2 sequelae after the intervention: a facial 
paresis and a salivary fistula. 

Three months after the patient was first seen he 
had a crisis of the epileptic type with loss of con- 
sciousness. No abnormality could be found after x- 
ray examination of the skull. Seven months after the 
symptoms began the local edema increased to extend 
to the eyelids and the patient had exophthalmos. 

Again the local symptoms regressed after sulfa 
drug therapy but later the edema and pain localized 
in the right temporal region and occurred in the su- 
perior eyelid of the same side. The tumefaction was 
incised and a periostitis without pus was found. For 
the next 8 months there was persistence of the fronto- 
temporal edema, exophthalmos, and fistula of the 
left external orbital angle. The pus cultured was 
positive for the staphylococcus aureus. Occasionally 
bone fragments were drained through the nose and 
some of the secretion was eliminated posteriorly to 
the pharynx. 

After the symptoms persisted for 144 years the 
patient was given 500,000 units of penicillin. Later 
he was given a total of 5 million units of penicillin. 
Definite regression of the edema and exophthalmos 
was then observed. WitiraMm E. Ricketts, M.D. 


Gerry R. G., and Sangston, R. E.: Congenital 
Mandibular Deformities in Newborn Infants. 
Am. J. Orthodont., 1946, 32: 439. 


Congenital mandibular deformities in newborn in- 
fants have been frequently found but infrequently 
described. These deformities have been mentioned 
in the pediatric literature but not in the dental liter- 
ature. Because of the possible confusion between 
these deformities and dislocation or fracture of the 
mandible, the authors present a small series of cases 
to illustrate how mandibular deformities may occur. 

Deviation of the jaw was found to be present in 
about 20 per cent of the newborn infants which they 
observed. The deformities were due to intrauterine 
pressure, and not to a genetic disturbance, since only 
1 of identical twins had this defect. 

By reconstructing the position of comfort, it is of- 
ten possible to illustrate the position in utero; it is 
also important to search for other congenital defects 
which might require early treatment. In all cases the 
deformities caused no difficulty in nursing or feeding 
and they were corrected spontaneously by the end of 
the tenth week. Noa D. Fasricant, M.D. 








Rushton, M. A.: Unilateral Hyperplasia of the 
Mandibular Condyle. Proc. R. Soc. M., Lond., 
1946, 39: 431. 

Hyperplasia of the mandibular condyle was first 
described in 1836 and up until 1926 about 17 cases 
had been reported. Several have since been added 
and this report includes 3. The condition makes 
itself apparent sometime between the ages of 10 and 
30. Growth of the mandible occurs from the condyle, 
the articular surface of which is covered by fibrous 
tissue with precartilaginous tissue and cartilage and 
beneath this bone in the process of ossification is 
found. The formation of cartilage and its replace- 
ment by bone normally stops at about the age of 20. 

The author reviews the various cases already re- 
corded and presents the opinion that the condition is 
due in most instances to an abnormal continuance 
of growth at the condylar surface which leads to the 
formation of an elongated narrow neck so long as the 
natural process of remodelling of the neck persists. 
The coronoid process does not become enlarged. The 
chin projects forward and to the opposite side, which 
causes malocclusion of the teeth. The etiology is not 
known. 

The most successful treatment has long been 
known to be excision of the condyle. This could be 
carried out as soon as the progressive nature of the 
deformity is definite, but condylectomy at a very 
early stage might make the operative side of the jaw 
permanently too short. Joun R. Lrnpsay, M.D. 


Papper, E. M., and Rovenstine, E. A.: Anesthetic 
Management in Reconstructive Surgery of the 
Mandible. Am. J. Orthodont., 1946, 32: 433- 


Operative procedures upon the mandible pose spe- 
cial problems in anesthesia in direct proportion to 
the complexity of the surgical manipulations. Re- 
placement of mandibular defects by bone grafting 
is difficult for surgeon and anesthetist alike. 

The authors elaborate upon the principles con- 
cerned in anesthetic management and describe the 
results obtained in a series of 67 patients whose man- 
dibular disabilities were traumatic in origin. Thirty- 
nine patients were anesthetized with nitrous oxide 
oxygen anesthesia aided by curare; 14 by the ether 
nitrous oxide sequence, 10 with ether and nitrous 
oxide, followed by scopolamine in the postoperative 
period, and 4 with pentothal (cocaine topical). All 
of the anesthetics were given intratracheally. 

Noau D. Fasricant, M.D. 


EYE 
Sorsby, A., and Symons, H.M.: Amniotic Mem- 
brane Grafts in Caustic Burns of the Eye 
(Burns of Second Degree). Brit. J. Ophth., 1946, 
3°: 337- 

The authors discuss the use of grafts of human 
amniotic membrane in the treatment of caustic 
burns of the eye. 

The main object, with this form of therapy, is to 
keep the inflamed surfaces apart. The ultimate 
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damage from caustic burns is usually greater than 
the immediate reaction. In the majority of cases, 
the burn is of second degree; usually, a localized 
superficial conjunctival lesion and a variable super- 
ficial corneal lesion are present. Neutralization of 
the caustic is of little value but excision of the dam- 
aged conjunctiva has been found valuable. 

Prior to insertion of the graft, the eye is treated 
with penicillin—one drop of a concentration of 2,500 
units per cubic centimeter every minute for a period 
of 10 minutes. 

Dry human amniotic membrane is then folded to 
the correct size, in several layers. Silk is passed 
through each corner of the graft and through the 
bulbar conjunctiva, to suture the graft into place 
without covering too much of the corneal surface. 

After 48 hours, when the bandage is removed, the 
graft is no longer visible, and it may be observed 
that the graft has become transparent and formed a 
layer over the conjunctival surface. The sutures are 
removed on the third or fourth day, and the eye is 
left open. 

The authors conclude, from their experience in the 
cases of 30 patients with caustic burns of the eye 
which were treated by this method, that recovery is 
more rapid, and there are fewer corneal and con- 
junctival complications and fewer sequelae if the 
operation is performed immediately or, at most, 1 or 
2 days after the injury. 

JosHuA ZUCKERMAN, M.D. 


Duke-Elder, Sir S.: The Nutritional Aspects of 
Ophthalmology. Jrish J. M. Sc., 1946, No. 246, 
177. 

While a great volume of material on nutrition has 
appeared in recent years, commercial claims have 
often outstripped laboratory findings, and while ex- 
tremes of starvation have been noted incident to the 
recent war it is the milder changes of a nutritional 
deficiency which have the more practical importance 
in normal life. 

The only vitamins of importance ophthalmolog- 
ically (as far as we yet know) are A, B, C, and D. 
Che two ocular manifestations of Vitamin A de- 
ficiency are xerophthalmia and night blindness. The 
first entity was recognized, about the fifteenth cen- 
tury before Christ; but its cause was unknown; 
its relation to lack of Vitamin A was proved only 
after World War I. Recent work indicates that 
other factors besides Vitamin A are important in 
dark adaptation and that in many cases intake of 
this vitamin will not correct a night blindness. 

The importance of ariboflavinosis in causing kera- 
titis has been grossly exaggerated by some authors. 
It is to be seriously considered only when newly 
formed vessels invade the cornea all around the lim- 
bus in both eyes, and the condition clears promptly 
on riboflavin therapy. The condition is extremely 
rare. 

In spite of the reduction of Vitamin C found in 
cataractous lenses, no true causal relationship has 
been demonstrated. 
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The effect of avitaminosis on the central nervous 
system has been brought out during the recent war 
by the effect on those returned from German and 
Japanese prison camps where they had subsisted on 
a near starvation diet. A central scotoma develops, 
followed by a pallor of the optic disc but not com- 
plete blindness. If proper diet is obtained within 6 
months from thge onset most of the patients recover. 
The exact deficiency responsible is unknown al- 
though it is probably some part of the B vitamin. 

It is suggested that if a profound state of avita- 
minosis can produce an optic neuropathy leading to 
optic atrophy or encephalopathy, minor subclinical 
degrees of deficiency may not be without effects in 
producing mental fatigue, irritability, apathy, de- 
pression, and neurasthenia. While the final answer 
is far in the future, it seems certain that eventually 
the nutritional basis of metabolic processes will be 
found to implicate the activity of every cell in the 
body more than is suspected today. 

WILirAmM A. Mann, M.D. 


Mann, I.: Exophthalmic Ophthalmoplegia. Am. J. 
Ophth., 1946, 29: 654. 

On the basis of experimental studies on the pro- 
duction of exophthalmos an attempt has been made 
to differentiate clinically between the effects pro- 
duced by excess pituitary thyrotropic hormone and 
those caused by excess of thyroxine. Three sets of 
eye signs must be regarded: namely, (a) those due 
to overaction of unstriped muscle (lid retraction and 
exophthalmos abolished by anesthesia), (b) evidence 
of weakness of striped muscle (ophthalmoplegia), 
and (c) signs of increase in bulk (proptosis, chemosis, 
and edema of the lids). General changes, such as 
those in the basal metabolic rate and in weight, must 
also be considered. The possible action of the cen- 
tral nervous system through the hypothalamic struc- 
tures as the stimulant or depressor of the pituitary 
gland must also be borne in mind. 

In thyrotoxic ophthalmoplegia there is weakness 
of the extraocular muscles, with retraction of the 
upper lid and without any increase in the orbital 
contents. In thyrotropic exophthalmos, on the other 
hand, it is considered that there is ophthalmoplegia 
as well as proptosis and the eyeball cannot be pressed 
back nor moved freely within the orbit. There may 
be complication of the two types, but from a clinical 
standpoint it is perhaps simplest to consider lid re- 
traction as a sign of excess thyroxine and defective 
eye movements as a result of excessive thryotropic 
hormone. 

The series of cases reported in this article were 
studied in an attempt to disentangle the parts played 
by the thyroid and pituitary glands, and the author 
has divided the 18 cases into various groups, as in 
some cases there was an overlapping of the two types 
of conditions. The following three groups are 
described: 

1. Primary deficiency of thyroxine with compen- 
satory excess of thyrotropic hormone secretion 
(4 cases). 
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2. Primary excess thyroxine as the initial symp- 
tom followed by thyroid atrophy or removal, and 
replacement with excess thyrotropic hormone (10 
cases). 

3. Excess thyroxine and excess thyrotropic hor- 
mone arising simultaneously (4 cases). 

The cases are reported in detail. The most in- 
teresting feature of the treatment was the marked 
improvement following the use of thyroid extract 
in groups 1 and 2. Of course, thyroid cannot be used 
in the patients in Group 3, who must still be treated 
symptomatically. In addition to the thyroid ther- 
apy, tarsorrhaphy was found useful in treating some 
of the cases in Groups 1 and 2. 

Ida Mann has made a very valuable contribution 
to the therapy of exophthalmic ophthalmoplegia. 

WILtrAM A. MAnn, M.D. 


Siniscal, A. A.: Oculoglandular Tularemia. Am. J. 
Ophth., 1946, 29: 698. 

The author reports 3 cases of oculoglandular 
tularemia with a typical clinical picture in each. In 
each case a domestic animal was thought to be the 
agent of transmission. 

The article includes an excellent summary of the 
literature on the subject. Emphasis is made on the 
importance of the differential diagnosis from other 
forms of oculo-glandular pathology and the place of 
the blood agglutination test in tularemia. Ordinarily 
the latter is not positive until after 10 days. Al- 
though fatal in many animals, tularemia of all forms 
is said to be fatal in only 5 or 6 per cent of the cases 
in human beings. 

Treatment of oculoglandular tularemia consists in 
the local use of mild germicidal preparations, 
Foshay’s serum, artificial fever therapy, and con- 
valescent serum in severe cases. Streptomycin has 
been reported to be effective against the disease in 
laboratory animals. Wiciram A. Mann, M.D. 


Roenne, G.: Local Treatment of Intrabulbar Infec- 
tions. Treatment of Staphylococcal Panoph- 
thalmia by the Intrabulbar Injection of Peni- 
cillin. Brit. J. Ophth., 1946, 30: 405. 


Although the author’s investigations dealt with 
only a single form of bacterium it may be assumed 
that penicillin has the same bactericidal action on 
other microbes usually encountered in infected per- 
forating lesions of the eye. Moreover, in sufficiently 
large doses the effect of penicillin is practically un- 
limited even for the most intense infections. The 
intrabulbar injection of penicillin results in a few 
advantages not obtained with general treatment; for 
example, the bactericidal concentration of penicillin 
is maintained for a long period of time (from 16 to 
24 hours); only small quantities of penicillin are nec- 
essary; and the penicillin will attain a satisfactory 
concentration in the vitreous, which result will not 
follow general penicillin treatment. 

Roenne concludes that for intrabulbar, especially 
intravitreal inflammations, the injection of penicillin 
into the vitreous is the best form of therapy to date. 


In therapeutic concentrations of between 100 and 
soo Oxford units it is practically harmless and is 
extraordinarily effective compared with injection of 
other substances, such as chloramine-T, and with 
other forms of their application. The effectivity is 
directly proportional to the concentration of peni- 
cillin, the result being dependent only on the number 
of bacteria in the eye and not on the interval be- 
tween the inoculation and the treatment. 
JosHUA ZUCKERMAN, M.D. 


Cutler, N. L.: Transplantation of the Human 
Vitreous; A Preliminary Report. Arch. Ophth., 
Chic., 1946, 35: 615. 

This is the first published report on the transplan- 
tation of human vitreous for the correction of vit- 
reous opacities. Previously, efforts have been made 
to produce a clearer medium by injecting normal salt 
solution and air. Three cases were treated in which 
there was a large amount of unabsorbed vitreous 
hemorrhage; 2 of the cases were traumatic and 1 was 
spontaneous. There was good light projection and 
the intraocular tension was normal. 

A small scleral incision with the cataract knife is 
made in the equatorial region aftera preliminary 0000 
silk mattress suture is effected. An 18 gauge needle 
on a 5 C.c. syringe is introduced directly into the vit- 
reous and approximately 1.5 c.c. of vitreous are 
withdrawn. Approximately 2 c.c. of clear vitreous 
from a freshly enucleated eye are then injected with 
a syringe through the needle and the suture is tied. 

In 2 of the 3 cases the procedure was successful. 
In 1 case the visual acuity improved from light per- 
ception and projection to 20/60 with correction; in 
the second the improvement was from light percep- 
tion to 20/20 with correction; and in the third the 
result was a failure and it was believed that the vit- 
reous was injected behind the retina because of de- 
tachment of the latter. 

From his experience with this procedure the 
author believes that from 1.5 to 2 c.c. of vitreous are 
the maximum which can be withdrawn from the re- 
cipient eye. The blood group does not appear to be 
significant. The pathological vitreous-appeared to 
be more fluid than normal but it is not known 
whether this was caused by the transplanted vit- 
reous. There was a moderate reaction after the 
transplantation but no foreign protein reaction. The 
tension in all 3 cases returned to normal in a short 
time and remained so. 

It is believed that this method offers new possibil- 
ities in the surgical treatment of the vitreous. 

Writiram A. Mann, M.D. 


Elwyn, H.: Heredodegenerative Diseases of the 
Retina. An Attempt at Classification. Arc/. 
Ophth., Chic., 1946, 35: 662. 

Abiotrophy, or heredodegenerative disease, of the 
retina is classified by the author under the diseases 
of the central nervous system characterized by a 
specific loss of neural tissue as a result of hereditary 
influences. He differentiates these from the heredo 
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constitutional diseases in which there is a hereditary 
vital defect but no progressive loss of tissue so that 
the disease remains stationary. 

Heredodegenerative diseases of the retina may 
occur: 

1. As primary disease of certain retinal elements 
(retinitis pigmentosa, heredodegeneration of the 
macula). 

2. In association with another similar disease of 
the retina, such as macular degeneration associated 
with degeneration of the peripheral neuroepithe- 
lium. 

3. In association with hereditary diseases of the 
central nervous system (Laurence-Moon-Biedl syn- 
drome). 

4. As part of a hereditary disease of the central 
nervous system (amaurotic familial idiocy). 

5. As a part of a widespread systemic disease in- 
volving many organs (Nieman-Pick disease, tuber- 
ous sclerosis). 

These conditions may also be classified according 
to the retinal elements primarily involved and the 
following classification is given: 

A. Originating in the elastic layer of Bruch’s 

membrane. 
1. Disciform degeneration of the macula 
(Kuhnt-Junius type) 
2. Angioid streaks in the fundus 
(2) Occurring alone 
(b) Occurring in association with pseudo- 
xanthoma elasticum (Grénblad- 
Strandberg syndrome) 
B. Originating in the pigment epithelium 
1. Hyaline or colloid bodies (drusen) of the 
basal layer of Bruch’s membrane 
C. Originating in the neuroepithelium 
I. In the central, or macular area 
1. Heredodegeneration of the macula, in- 
cluding the infantile, juvenile, adult, 
presenile, and senile types, occurring 
(a) alone, or in association with (b) de- 
generation of the peripheral neuroepi- 
thelium, (c) atrophy of the optic nerve, 
(d) color blindness, and (e) mental de- 
terioration 
II. In the extramacular neuroepithelium 
1. Retinitis pigmentosa, occurring (a) 
alone, or in association with (b) degen- 
eration of the macula, (c) color blind- 
ness, (d) deafness, (e) mental deter- 
ioration, (f) the juvenile type of 
amaurotic family idiocy, and (g) the 
Laurence-Moon-Biedl syndrome. 
III. Heredoconstitutional diseases of the neuro- 
epithelium 
1. Retinitis punctata albescens 
2. Congenital night blindness without 
changes in the fundus 
3. Congenital night blindness with grayish 
white discoloration of the fundus 
(Oguchi’s disease) 
4. Color blindness 


IV. Heredodegeneration of doubtful origin but 
standing in some relation to degeneration 
of the neuroepithelium 

1. Gyrate atrophy of the choroid and 
retina 
2. Choroideremia, a heredoconstitutional 
disease 
D. Originating in the ganglion cells 
1. Infantile type of amaurotic familial idiocy 
(Tay-Sachs disease), affecting only the 
ganglion cells 
Juvenile type of amaurotic familial idiocy, 
involving the neuroepithelium in addi- 
tion to the ganglion cells 
3. Niemann-Pick disease 
E. Involving the nuclear layers 
1. Peripheral cystoid degeneration in senile 
and presenile eyes 
2. Widespread cystoid degeneration, forming 
the basis for rupture of the retina with 
hole formation and consequent retinal 
detachment 
3. Retinitis circinata 
F. Involving the nerve fiber layer 
1. Tuberous sclerosis, a widespread heredo- 
degenerative disease, causing the pro- 
duction of abnormal cells and tumors in 
this layer. 
Wittram A. Mann, M.D. 


EAR 


Shambaugh, G. E., Jr., and Juers, A. L.: Surgical 
Treatment of Otosclerosis; A Preliminary Re- 
port on an Improved Fenestration Technique. 
Arch. Otolar., Chic., 1946, 43: 549- 


The two year hearing results of the fenestration 
operation may be considered the permanent hearing 
results. 

Experimental studies of the fenestration operation 
in the monkey have brought out certain factors that 
influence the osteogenesis tending to close the 
fistula. The application of these factors to the hu- 
man operation has reduced the incidence of failure 
due to bony closure to less than 5 per cent in pa- 
tients tested after two years. 

The adoption of features to improve the mobility 
of the tympanomeatal skin flap between the tym- 
panic membrane and the fistula has increased the 
average number of decibels gained from 28 to 30. 

Joun F. Detpu, M.D. 


NOSE AND SINUSES 


Weille, F. L.: The Problem of Secondary Frontal 
Sinus Surgery. Ann. Otol. Rhinol., 1946, 55: 372. 


Weille reviews the problem of secondary frontal 
sinus surgery on the basis of experiences with 276 
cases of frontal sinus conditions treated by surgery. 
A total of 862 operations were performed upon the 
nasal cavities, sinuses, and cranium, including plas- 
tic and brain procedures. Many of these operations 
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were done outside of as well as in the Massachusetts 
Eye and Ear Infirmary. Of these, 447 were done 
directly or externally upon the sinuses. Some of the 
patients were referred to the Infirmary as a last 
resort; 95 had more than 1 external operation on one 
or both frontal sinuses. The highest number of 
operations on 1 patient was 9. 

Aside from the deformity which it produces, the 
obliterative operation results in a not unmixed 
blessing. Thirty-three of 123 patients treated by 
this method required further frontal surgery. The 
repair of the deformity required an average of about 
a year in 71 patients. The longest time required for 
such repair was 5 years and 3! months. Only 29 per 
cent of the 276 patients had no osteomyelitis and 
multiple nonobliterative operations (totalling 77) on 
the frontal sinus or sinuses. 

A basic knowledge of applied surgical anatomy, 
and a fundamental understanding of epithelial, con- 
nective tissue, and bone responses in wound healing 
in the frontal region are helpful in evading repeated 
frontal operations. Simple closure of the nasofrontal 
surgical opening is a paramount cause for the ne- 
cessity of secondary frontal sinus surgery. Some 
surgical methods for dealing with this problem are 
outlined. 

The avoidance or simplification of surgical meth- 
ods in the treatment of frontal sinus disease may 
be greatly aided by chemotherapy, especially with 
penicillin. However, chemotherapy is not a substi- 
tute for surgical fundamentals. Only 1 death oc- 
curred in the series after sulfadiazine and penicillin 
were used. Noag D. Fasricant, M.D. 


MOUTH 


Gaston, E. A., and Tedeschi, C. G.: Adenolympho- 
ma of the Parotid and Submaxillary Salivary 
Glands. Ann. Surg., 1946, 123: 1075. 

Tumors composed of a combination of epithelial 
and lymphoid tissue arising in or near the parotid 
gland and occasionally in the submaxillary salivary 
gland have been reported with increasing frequency. 
The terminology of these tumors is confused by the 
fact that they have been reported under a number of 
different names, of which the following may be 
enumerated: papillary cystadenoma lymphoma- 
tosum, cystadenoma lymphomatosum, adenolym- 
phoma, papillary adenolymphoma, papillary cyst- 
adenoma in the lymph glands, branchiogenic 
cystadenolymphoma, branchiogenic adenoma, cyl- 
indrocellular branchiogenic adenoma, onkocytoma 
and Warthin’s tumor. 

This varied nomenclature is, in part, a reflection 
of the numerous attempts that have been made to 
account for their origin. From a review of the 
literature and a study of the cases presented it is 
evident that not all tumors having this same funda- 
mental structure are identical in either histological 
pattern or clinical behavior. Thus, a group of 
tumors exists and it is the purpose of this com- 
munication to attempt to clarify the nomenclature 
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by presenting a working classification based on 
morphology and clinical behavior. Four new cases 
are presented, 1 of which is malignant. 

Two cases of papillary cystadenoma lymphoma- 
tosum of the parotid salivary gland and 1 case of a 
purely cystic variety of the same tumor are pre- 
sented. These are rare tumors and occur 4.5 times 
more frequently in men than in women. 

The recorded theories of the histogenesis of these 
tumors are reviewed. The authors agree with 
Warthin that they probably arise from epithelium 
of the embryonic pharyngeal entoderm or upper 
respiratory tract displaced to the region of the 
parotid gland. 

Papillary cystadenoma lymphomatosum and its 
histological variants are probably always benign. 
The results of surgical excision are excellent. 

A morphologically and clinically malignant tumor 
of the parotid gland consisting of a combination of 
glandular and lymphoid tissue is presented. Its 
histogenesis is discussed. 

A classification of adenolymphomatous tumors of 
the parotid and submaxillary regions is suggested. 

Joun F. Detpn, M.D. 


Archer, W. H., and Morris, R. D.: A Survey of Oral 
Carcinoma at the Columbia-Presbyterian 
Medical Center. Am. J. Orthodont., 1946, 32: 338. 


The authors review 203 histories of oral carcinoma 
collected during the past 25 years at Columbia-Pres- 
byterian Medical Center. The lesions occurred in 
the tongue, floor of the mouth, cheek, palate, and 
alveolar gingivae. Eighty-five per cent occurred in 
males, and 78 per cent were found in patients be- 
tween 45 and 74 years of age. Statistics showed an 
apparent predisposition in individuals of Irish ex- 
traction and a lessened tendency in negroes. Thirty- 
two per cent of the lesions on the anterior tongue 
were associated with syphilis; 15.8 per cent were as- 
sociated with leucoplakia, 11 of these patients also 
having syphilis. Smoking was found to be negligible 
as an extrinsic predisposing factor. Fifty-seven per 
cent of the patients gave no evidence of any of the 
possible contributing factors, such as leucoplakia, 
trauma, and irritation. A five year follow up was 
possible in 135 cases. Surgical treatment was given 
in 25, radiation therapy in ror, and a combination of 
the two, in 20. The five year survival rate was 25 
per cent and did not vary according to the location 
of the primary lesion. Joun R. Lrnpsay, M.D. 


PHARYNX 


Hollender, A. R.: The Nasopharynx. A Study of 140 
Autopsy Specimens. Laryngoscope, 1946, 56: 282. 


The primary objective of this article is to record 
the pathological findings in 140 autopsy specimens 
of the nasopharynx. 

The anatomy, histology, and pathology are dis- 
cussed, and the pathological findings in 140 autop- 
sies are tabulated. There were 24 cases of pulmon- 
ary tuberculosis among the total number and 18 of 
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these gave definite gross or microscopic evidence, or 
both, of tuberculosis of the nasopharynx. 

As far as lymphoid hyperplasia of the nasopharynx 
is concerned, this study revealed the frequent in- 
cidence of hyperplasia of the nasopharyngeal or of 
the tubal tonsils, or both, in older persons, even in 
the sixth or seventh decades of life. 

While ro pharyngeal bursae were found among the 
140 specimens, histological examination of several 
specimens revealed the fact that the characteristic 
symptoms of pharyngeal bursitis may be simulated 
by an inflammatory or infectious process in the 
median recess. Joun F. Detpn, M.D. 


Neivert, H., Pirk, L. A., and Engelberg, R.: Late 
Secondary Tonsillar Hemorrhage; Studies of 
Ascorbic Acid. Arch. Otolar., Chic., 10946, 43: 
568. 


Two comparable series of patients undergoing 
tonsillectomy were studied. The plasma levels of 
vitamin C of the control series were determined be- 
fore and after operation. The preoperative con- 
centration of ascorbic acid was subnormal in more 
than half of the patients and there was a decrease in 
the vitamin C content postoperatively in the ma- 
jority of those whose original values had been 
normal. Most of the hemorrhages occurred in the 
patients with vitamin C deficiency. The patients of 
the second series were saturated with ascorbic acid, 
and in these the incidence of hemorrhage was signi- 
ficantly reduced. 

The patients of both series received liberal 
amounts of acetylsalicylic acid. Since hypopro- 
thrombinemia caused by salicylate has been shown 
to be one of the most important etiologic factors of 
secondary tonsillar bleeding, the beneficial results 
observed with ascorbic acid were thought to be 
indicative of a protective effect exerted by this vita- 
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min against drug-induced prothrombinopenia. Ex- 
periments carried out in this direction bore out this 
suspicion. Evidence is presented that vitamin C pre 
ventssalicylate-induced hypoprothrombinemia. This 
effect is believed to be due to the detoxifying action 
of ascorbic acid. 

In a subsequent report the results attending the 
combined administration of vitamins C and K will 
be presented. Joun F. Detpn, M.D. 


NECK 


Dargent, M., Guinet, and Bonniot, R.: Benign 
Attacks of Goiter and a Severe, Heterogenous 
Type of Cancer. Clinical and Pathogenic Con- 
siderations (Poussées goitreuses bénignes et cancer 
hétérogéne grave. Réflexions cliniques et patho- 
géniques). Presse méd., 1946, 54: 305. 


Brief case histories are given of patients in whom 
the development of a colloid and apparently involu- 
tionary type of goiter followed the development of a 
cancerous condition. In 1 patient the malignant 
growth proved to be an achromatic nevoid cancer, in 
another, an atypical epithelioma of the breast; in 
the third, a recurrent spinocellular epithelioma fol- 
lowing a Wertheim operation, and in the fourth, an 
atypical epithelioma of the breast which flared up 
again locally after removal of the goiter. 

The author believes that this succession of cases 
with such an association of goiter and carcinoma is 
more than a coincidence and suspects the presence 
of cancerogenic (endogenous or exogenous) thyreo- 
tropic substances in these patients, which act as a 
chronic toxic stimulus on the thyroid gland. How- 
ever, by this supposition the author does not mean 
to attack the commonly held conviction that the 
thyroid gland exercises a restraining influence on 
cancer. Joun W. BRENNAN, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Robertson, E. G.: A Method of Encephalography. 
Surgery, 1940, 19: 810. 

\s any neurological surgeon realizes, encephalog- 
raphy by the usual lumbar puncture method may 
on occasion fail completely in its results, although 
there is no obstruction to the passage of either air or 
fluid in the posterior cranial fossa. According to 
Robertson, this disappointing outcome of a pro- 
cedure which may be fruitless and distressing to the 
patient may be obviated by definite positioning of 
the head during the procedure, so that with amounts 
as small as 25 c.c. of oxygen the ventricles may be 
filled, or the subarachnoidal spaces and _ basilar 
cisterns well outlined in a selective manner. 

The author uses filtered oxygen and the two- 
needle method, and cautions that at all times the gas 
must be introduced slowly. His patients are given 
omnopon, % gr., and scopolamine hydrobromide, 
from 1/150 to 1/too gr., if adults, and children 
receive either paraldehyde rectally or ether inhala- 
tion. During the introduction of the gas the patient 
sits with the head positioned in front of the x-ray 
screen. Since the injected gas rises against gravity to 
seek the highest level in the fluid spaces about the 
upper spinal cord, the patient’s neck should be fully 
flexed when the introduction of gas is begun, so that 
there may be maximum filling of the cisterna magna 
and the subarachnoidal spaces dorsal to the cervical 
cord. Then, with gradual extension (dorsiflexion) of 
the neck, the gas will enter the fourth ventricle and 
aqueduct when the angle of extension is from go to 
So degrees. Serial films may then be taken as the 
further introduction of gas and further extension of 
the neck proceed slowly. According to the author, 
gas usually enters the lateral ventricles at about the 
stage of 60 degrees of extension. The volume of gas 
in the ventricles increases progressively as the head is 
dorsiflexed, and is maximal when the head is erect. 
If, in the beginning, the patient’s neck is dorsiflexed, 
the gas rises anterior to the cervical spinal cord to 
enter the subarachnoidal spaces anterior to the me- 
dulla and to pass, at higher levels, into the basal 
cisterns. 

Detailed instruction is given for the exact positions 
according to the angles of flexion and extension of 
the neck for selective filling of the ventricular sys- 
tem, the various basilar systems, the cerebral sub- 
arachnoidal spaces, and the fluid filled spaces of the 
posterior fossa. Joun Martin, M.D. 


Robertson, R. C. L., and Peacher, W. G.: The Man- 
agement of Late Head Injuries. Ann. Surg., 
1940, 124: 40. 

\ report is made of the experiences with tantalum 
in the repair of 254 cranial defects. The great ma- 
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jority of the patients were those with craniocerebral 
injuries, although a few had other cranial conditions 
requiring bone removal. 

A one stage, operative procedure is recommended, 
with fashioning of the tantalum plate at the oper- 
ating table. In traumatic cases, the dura has fre- 
quently been opened to remove cerebrodural or 
cortical scars, and, frequently, metallic foreign 
bodies. Tantalum foil has been used to cover the 
brain in cases in which the dura has been entered. 
It is believed that this may overcome further men- 
ingocerebral cicatrices. 

All of the patients were subjected to pneumoen- 
cephalography previous to the operative procedure, 
in order that the presence of ventricular shift, por- 
encephaly, internal hydrocephalus, and other con- 
ditions which would facilitate the operative proced- 
ure could be determined. 

The post-traumatic syndrome was not encoun- 
tered as frequently in the severe, penetrating gun- 
shot wounds as in the milder cases of concussion. 

Various medications were tried in the treatment 
of the post-traumatic symptoms of headache and 
dizziness, but with very little improvement in the 
results. 

It was concluded that pneumoencephalography of- 
fers very little relief from post-traumatic head pain. 
It had been advocated as a therapeutic measure 
previously. 

It was concluded that there was no specific med- 
ical or surgical treatment for the numerous mani- 
festations of the post-traumatic syndrome. Intelli- 
gent, judicious management, with reassurance, early 
ambulation, mild sedation as indicated, and an in- 
tensive reconditioning program have given more 
favorable results than any other methods employed. 

Howarp A. Brown, M.D. 


Vernetti, L.: The Behavior of the Hematological 
Picture in Commotio Cerebri (Sul comporta- 
mento del quadro ematologico nella commozione 
cerebrale). Minerva med., Tor., 1946, 1: 134. 


Ten cases of commotio cerebri are reported. In 
each case a blood study was made at the time the 
patient entered the hospital, and followed by sub- 
sequent daily examinations. Only such cases are in- 
cluded in this report in which the clinical symptom- 
atology and subsequent course left no doubt as to 
the diagnosis of commotio cerebri, and excluded such 
possibilities as contusion or compression. In 6 in- 
stances the roentgenographic examination evidenced 
nondepressed fractures of the vault or of the base of 
skull; in 3 there was a simple condition of commotio 
cerebri, uncomplicated by cranial lesions. The re- 
maining patient was not examined with the x-rays. 

The initial blood examination, made in every in- 
stance within 12 hours after the injury, showed a 
variation of from 10,000 to 14,000 leucocytes; in 2 
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cases the corresponding counts were 21,400 and 
21,600, respectively. In the following days the white 
count varied from case to case. In some instances 
the count returned to normal within 3 days; in others 
the count increased to attain its peak after 6 or 8 
days. In 2 instances death occurred after 36 and 12 
ours, respectively, and in these the count rose 
steadily up to the very end. A diminution in the 
1umber of eosinophils and a lymphopenia amount- 
ing to about a half of the usual count was constantly 
noted in these cases. In some cases a few immature 
elements of the myeloid series appeared. 

The author believes that there is a center some- 
where in the brain stem which is concerned in the 
regulation of the cytologic composition of the blood, 
particularly as regards the behavior of the white cell 
count; that this is the part of the brain concerned in 
commotio cerebri; and, therefore, that the behavior 
of the white cell count may be used in the prognosis 
in cases of uncomplicated commotio cerebri. 

Joun W. BRENNAN, M.D. 


Ingraham, F. D., and Scott, H. W., Jr.: Cranio- 
pharyngiomas in Children. J. Pediat., S. Louis, 
1946, 29: 95. 

This excellent article deals with the experience of 
the authors with 16 children who were treated for 
craniopharyngioma at the Children’s Hospital and 
Peter Bent Brigham Hospital in Boston during the 
period from 1932 to 1945. Thirteen per cent of the 
reported intracranial tumors in children are cranio- 
pharyngiomas, and among the 2,000 verified intra- 
cranial tumors in the Cushing series, 4.6 per cent 
were such tumors. 

After a clear description of the embryology and 
histological types of these tumors, the authors dis- 
cuss the pathological physiology of craniopharyn- 
giomas according to the four main disturbances 
which they produce: visual changes, intracranial 
hypertension, hypophyseal disorders, and hypothal- 
amic dysfunction. They give 2 detailed case his- 
tories from their own files, and discuss the diagnosis 
of these tumors, a generally not too difficult process, 
which is based directly upon the physiological dis- 
turbances just mentioned. 

Since these tumors are benign in nature, theoret- 
ically, at least, it is altogether logical that they 
should be treated by surgical means, and the results 
of the authors as well as of others who have had ex- 
perience with a large series bear out this belief. Com- 
plications of surgery may arise from the leak of the 
highly irritating cyst fluid into the general ventric- 
ular system, and the persistent tendency toward 
arterial hypotension and collapse during and after 
surgery which must be combated with the proper 
administration of whole adrenal gland extracts. In 
those patients with long survival periods following 
the original surgical treatment but with recurrence, 
reoperation is the method of choice. When surgery 
has been tried but recurrence has been rapid, it may 
be safest and more effective to administer roentgen 
therapy to the tumor. Joun Martin, M.D. 


NERVOUS SYSTEM 549 
Luft, R.: The Treatment of Cushing’s Syndrome. 
Acta med. scand., 1946, 124: 227. 

It is the author’s opinion that the syndrome com 
monly called Cushing’s syndrome is not due pri 
marily to the more or less typical cytological changes 
in the pituitary gland, with occasional actual baso 
phil adenoma formation, but rather that the disease 
is due to adrenocortical hyperfunction. Before any 
treatment or surgical interference is instituted, it 
must be determined whether there is an adrenal 
tumor present, and this is done by determining the 
17-ketosteroid values, which are found to be in- 
creased in the presence of an adrenocortical tumor. 
Such tumors should be removed, and proper endo- 
crine replacement therapy should be instituted. 
When no adrenal tumor can be found, tréatment 
may consist of extirpation of a pituitary adenoma, if 
this type of tumor can be discovered, or one of sev- 
eral other forms of treatment, such as irradiation of 
the pituitary gland, irradiation of both the pituitary 
and the adrenal glands, the administration of estro- 
genic substance, and, in the experience of certain 
authors, the injection of androgenic hormone. 

rhe author’s personal experience with this syn- 
drome consists of 7 cases, in 5 women and 2 men 
whom he treated mainly by short series of irradiation 
to the pituitary gland, repeated at 3 month intervals. 
He gives full case histories, and his results certainly 
seem to be as successful as those reported by other 
authors with other forms of treatment or with the 
same general plan of treatment. He obtained no 
satisfactory results with the use of estrogenic sub- 
stance. He did not find that irradiation of the pitui- 
tary gland caused any noticeable ill effect on the 
normally functioning portion of the gland. His opin- 
ion and results are not in keeping with the opinion of 
Thompson and Eisenhardt (1943), who stated that 
roentgen treatment has failed in the majority of 
cases. Joun Martin, M.D. 


Schlezinger, N. S., Alpers, B. J., and Weiss, B. P.: 
Suprasellar Meningiomas Associated with Sco- 
tomatous Field Defects. Arch. Ophth., Chic., 
1946, 35: 624. 

Four cases of suprasellar meningioma are reported 
with particular reference to the eye findings and 
visual field changes. Emphasis is laid upon the oc- 
currence of such visual loss with scotomas in the 
visual fields, associated with more or less severe 
headaches. The rapidity of onset of these symptoms 
may simulate, in the early stages, the clinical picture 
of retrobulbar neuritis and present some confusion 
in the diagnosis. 

Completely uniform alterations in the visual fields 
do not occur as the result of suprasellar lesions. The 
early scotomatous field defects were demonstrated 
in the authors’ 4 patients with suprasellar menin- 
giomas. Scotomatous field defects serve as a clue to 
the existence of prechiasmal or chiasmal lesions, by 
combining with a peripheral encroachment on the 
visual field at some point so as to produce an expand- 
ing sector defect. 
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In the prechiasmal syndrome associated with 
suprasellar meningioma, the outstanding symptom 
was impairment of vision, rapidly progressive and 
affecting the 2 eyes successively rather than simul- 
taneously, with slight pallor of the discs in the early 
stage, followed by subsequent optic atrophy. This 
clinical picture coupled with scotomatous changes 
(particularly expanding scotomatous defects) points 
toward a suprachiasmal lesion. The early recog- 
nition of this syndrome, particularly with reference 
to the meningiomas, is of importance in view of the 
relatively benign character of the tumor encountered. 

Howarp A. Brown, M.D. 


SPINAL CORD AND ITS COVERINGS 


Frugoni, P., and Pozzi, A.: Vertebral Echinococ- 
cosis (Echinococcosi vertebrale). Policlinico, sez. 
chir., 1946, 53: 1. 

The more significant of the 2 cases here reported 
was that of a 44 year old married woman who had 
been bedridden for 6 months when 16 years of age 
because of pains in the lumbar region. When 38 
years old a thoracentesis was done, and later a thora- 
cotomy, for echinococcosis of the upper lobe of the 
right lung. Three years later a spastic paraplegia 
occurred rather suddenly, which soon became flaccid 
in type. The laboratory disclosed an evident dis- 
association between the albumin (2.20%) and the 
cell count (0.1%) of the spinal fluid; lipiodol in- 
jection revealed a spinal block with the lower level 
at the seventh dorsal vertebra and the x-rays por- 
trayed some rather indefinite areas of rarefaction in 
the body of the fifth dorsal vertebra. 

During the laminectomy the laminae of the sixth 
and seventh dorsal vertebrae seemed more porous 
than normal. The completed laminectomy (D5 to 
D8) uncovered a huge cystic formation completely 
enclosing the dural sac and cross partitioned by 
fibrous matter into three subdivisions. These sub- 
divisions contained a small amount of colorless fluid 
and about 70 tiny various sized cysts filled also with 
colorless fluid. The sac also contained some gelatin- 
ous material (probably deteriorated cyst walls) but 
no trace of chitinous material. The compressed cord 
was pushed anteriorly and to the left. The main sac 
was in communication, through the two foramina be- 
tween the sixth and seventh and the seventh and 
eighth dorsal vertebrae, with what appeared to be an 
extension of the process into the right paravertebral 
region at this level. 

Without opening of the dura, as much as possible 
of the sac and cysts were removed and that part of 
the sac which was adherent to the dura was formol- 
ized. The condition of the patient seemed to forbid 
following the extensions out through the interver- 
tebral foramina into the chest region. At autopsy, 
about 3'4 months later, the compressed condition of 
the cord had not changed. 

In seeking an explanation for the odd findings in 
this case, the authors subscribe to the teachings of 
Grisel and Deve, whose views were expounded in the 


Revue de Chirurgie (1929, 67: 464). They believe 
that in this case the primitive lesion developed in 
the body of the vertebra—as suggested by the roent 
genogram of the fifth dorsal vertebral body—in the 
form of a multilocular invasive microcystic lesion 
which penetrated into the spinal canal through an 
aperture or apertures so insignificant as to escape de- 
tection. The resultant sac the spinal canal, which 
was under pressure and enclosed in a firm osseous 
cavity, then sought a safety valve by boring out 
through the intervertebral foramina into the para- 
vertebral region of the chest. 

The authors emphasize the presence or absence of 
chitinous material in the intraspinous sac. In the 
latter contingency, occurring in the multilocular 
form with lack of a mother cyst, the laminectomy 
should be as extensive as possible and the patholog- 
ical process widely removed. It is thought that in 
the presence of a paravertebral hydatid involve- 
ment, whether subpleural or retroperitoneal, or medi- 
astinal or involving the paravertebral muscles back 
of the spinal column, the physician should always 
consider that this process might be secondary to a 
primitive echinococcal invasion of the vertebra and 
act accordingly. 

The authors report a second case of intrarachidial 
echinococcosis without x-ray or other evidence of in- 
volvement of the bones of the spinal column and 
without extrarachidial extension, but with a history 
of a retroperitoneal echinococcus cyst, which was 
removed surgically. Three years later, symptoms 
of »naraplegia appeared and progressed rapidly. At 
lai. xectomy an intrarachidial cyst was uncovered; 
it extended from the twelfth dorsal to the second 
lumbar spinal segments and communicated with the 
interior of the dural sac extrinsically, sitting astride, 
so to speak, the spinal cord itself. 

This sac, filled especially in its intradural extension 
with daughter cysts and mildly suppurating, was 
removed as widely as possible. Following the opera- 
tion the patient regained his ability to walk and his 
condition improved generally, but he died about a 
year later. Joun W. BRENNAN, M.D. 


Silverman, S.: Vascular Tumors of the Spinal 
Cord Associated with Skin Hemangiomas. Brit. 
J. Surg., 1946, 33: 307. 

Although Sturge-Weber’s disease has become 
rather well known, an analogous combination of vas- 
cular tumors of the spinal cord with corresponding 
segmental skin nevi has been less commonly observed. 
At the Midland Nerve Hospital in Birmingham, 
England, a case of this nature was studied and veri- 
fied. The patient was a 47 year old female with an 
extensive congenital nevus involving the left side 
from the fifth cervical to the tenth thoracic derma- 
tome. Eleven months before hospitalization, follow- 
ing a fall and laceration of the buttocks, the patient 
had developed a sudden paraparesis with an indef- 
inite sensory level in the thoracic area. Acute exa- 
cerbations occurred on 2 occasions and finally re- 
sulted in a paraplegia with a definite sensory level. 
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Following a lipiodal myelogram a laminectomy was 
performed which revealed a mass of tangled blood 
vessels in the epidural space. After an uneventful 
convalescence deep roentgen therapy was given with 
improvement in the clinical picture. 

Wyburn-Mason believed that there was no direct 
affective relationship between the two sites, but their 
coexistence was due to a developmental disorder of 
the whole neuromyodermatome. Usually they are in 
comparable segments of the spinal cord and integu- 
ment. Oftentimes the spinal cord involvement is 
not recognized until hemorrhage occurs or the tumors 
increase in size. This frequently takes place in apo- 
plectiform stages. The present case and those in the 
literature are of a simple hemangiomatous nature 
rather than hemoblastomatous. 

Jack I. Wootr, M.D. 


Lindsay, J. S. B., and Falconer, M. A.: Painful 
Phantom Limb Treated by High Cervical 
Chordotomy. Brit. J. Surg., 1946, 33: 301. 


Pain occurring in association with phantom 
limbs has long been a difficult medical problem. 
However, in the past decade it has become well 
recognized that more than one factor or type of pain 
may be present. The psychological factors frequent- 
ly present are not discussed in this article. 

The authors believe that there are two main types 
of organic pain, the most common type being due to 
irritation of the peripheral nerve endings. This may 
involve either the peripheral sensory nerve fibrils or 
sympathetic nerve fibrils involved in or about the 
cicatricial formation. In the former, local resection 
or nerve block will relieve the pain, while in the latter 
a sympathetic block or sympathectomy will relieve 
the pain. When neither type of block will relieve the 
pain, it is thought that the pain impulses arise in the 
dorsal horn cells of the spinal cord, and hence section 
of the spinothalamic pathway or ablation of the 
cortical sensory area will alleviate the pain. Chor- 
dotomy should be preferable to cortical ablation 
since it removes only the pain and does not interfere 
with cortical sensory perception, and therefore it per- 
mits the use of the stump for prosthetic devices. 

Sectioning of the pain pathways to the lower ex- 
tremity is easily performed by a high thoracic 
anterolateral chordotomy. However, in the past it 
has been difficult to perform a similar section for 
pain in the upper extremity. The authors incorrectly 
state that mesencephalic tractotomy (Walker) and 
medullary tractotomy (Schwartz and O’Leary) have 
failed to produce a sufficiently high level of analgesia. 
This is derived from their first report, for later pub- 
lications have shown that high levels of analgesia 
have been obtained. In a discussion of Walker’s 
paper (Arch. Neur. Psychiat., 1942) both Grant and 
Peet give some of their results with a high cervical 
chordotomy at C2. Although a satisfactorily high 
level of analgesia was obtained in some cases, the re- 
sults were not uniformly good in larger series. 
Anterolateral chordotomy in the high cervical region 
midway between the nerve roots of C; and C2 was 
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Fig. 1. Diagrammatic cross section of cervical cord to 
show extent of chordotomy. 


performed by the authors on 2 patients. Both pa- 
tients had been studied preliminarily by paraver- 
tebral and local nerve blocks without relief of pain. 
Complete relief of the pain was obtained without 
affecting the awareness of the phantom limb. 

A note of caution is suggested in the report of the 
second case in which an ipsilateral hemiplegia was 
noted immediately after the sectioning. Fortu- 
nately, this cleared up in about an hour; however, the 
possibility of more permanent damage must be 
recognized. 

The accompanying diagram shows the probable ex- 
tent of the chordotomy. Jack I. Wootr, M.D. 


PERIPHERAL NERVES 


Bonola, A.: Brachial Plexus Paralysis from Gun- 
shot Wounds (Le paralisi del plesso brachiale per 
ferite d’arma da fuoco). Chir. org. movim., 1943, 
29:12. 


Twenty-five cases of brachial plexus injury from 
wounding by firearms came under observation at the 
Rizzoli Orthopedic Institute in Bologna. Of these, 
15 underwent exploratory operation. Seven of the 
operative cases are reported in detail, and diagrams, 
sketches, and actual photographs of the conditions 
encountered are given in the original article. 

The incision used in every case was the one which 
was developed at this institute. It starts well up on 
the neck, extends vertically along the outer border 
of the sternocleidomastoid muscle, crosses the clav- 
icle, and passes down toward the axilla along the 
deltoid-pectoral sulcus. To this incision may or 
may not be added a transverse incision along the 
upper border of the clavicle. The clavicle was usual- 
ly cut through toward its outer end and retracted in 
both directions with the aid of a sand bag under the 
scapula. Any injury to the blood vessels, of course, 
was given first attention (aneurysm, arteriovenous 
aneurysm) and then an attempt was made to assess 
and repair any injury of the nerves and trunks of the 
plexus itself. In some instances the nerves were not 
completely separated, but were compressed by the 
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aneurysm and they adhered to the surrounding 
structures to a great extent. The freeing of these 
nerve trunks, even though they were left fairly in- 
tact, could often be accomplished only at the risk of 
aggravating the condition already existing or alter- 
ing the clinical picture in some or other of its already 
frequently complicated aspects. Frequently the 
nerve trunks or their stumps could be identified and 
dissected out only with the aid of sterile testing 
electrodes. When the stumps could be sutured to- 
gether without too much tension this was attempted 
and the suture lines were enveloped in fatty tissues. 
However, if direct suture was impossible, the author 
preferred to abandon suture entirely rather than 
resort to the indirect methods (sensory nerve grafts) 
because in his opinion the latter would be followed 
by failure in the great majority of cases, especially 
brachial plexus cases. 

In general, the author has noted improvement 
more frequently following these repairs in the mus- 
cular regions innervated by the higher cervical roots 
(5, 6, and 7) than in the regions supplied by the 
eighth cervical and first dorsal roots. He has rarely 
noted even a partial return of function in the intrin- 
sic muscles of the hand. Operative exposure of the 
injury often discloses a condition of much greater 
gravity than the clinical motor and sensory man- 
ifestations would seem to indicate. He believes the 
prognosis is poor in cases with these clinical findings. 
Nevertheless his patients could usually 5e relieved 
of their grave causalgic pains, and, if not cured, they 
were notably benefited by the operation as to motor, 
sensory, and trophic functions in some regions of 
the arm and hand after a year or 18 months had 
elapsed. Joun W. Brennan, M.D. 


Froment, R., and Wegelin: Painful Nocturnal 
Paresthesias of the Upper Extremities (Chiro- 
brachialgies paresthésiques nocturnes). Presse méd., 
1940, 54: 252. 

This article deals with what most certainly would 
be called by American authors “‘the syndrome of the 
anterior scalene muscle.’’ The authors of this report 
believe, however, that the 70 patients which they 
have observed do not quite typify that particular 
clinical entity. Most of their patients were females 
between the ages of 30 and 60 years. They found 
that the symptoms of pain, moderate swelling, oc- 
casional redness of the hands, a feeling of engorge- 
ment of the hands, and paresthesias almost always 
appeared during the night when the patient was at 
rest, or would occur after other periods of immobil- 
ization of the upper extremities, as when the patient 
sat in a theater for an hour or so. Invariably the 
symptoms were produced by inactivity, and almost 
as certainly the discomforts could be relieved by 
activity of the affected extremities. 

The authors believe from their own observations 
that the difficulty is due, not to any intrinsic pathol- 
ogy of the scalene muscle, but rather to an increased 
excitability of the sympathetics in the extremities, 
produced by venous stasis in the scalene tunnel. 
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They recognize the fact that section of the scalene 
muscle is a cure in many instances, yet they have not 
employed that surgical procedure and state that it is 
‘rarely indispensable,” in as much as the difficulty 
is more often than not self limited and regressive 
They have noted no skin or other trophic changes, 
and no permanent sensory loss, and there was ap 
parently no patient whose symptoms did not regress 
spontaneously, at least partially, if the watch-and- 
wait principle were carried far enough. Sedatives, 
physiotherapy, and novocain block of the stellate 
ganglion were used with moderate effect. 
Joun Martin, M.D. 


Woodhall, B., and Lyons, W. R.: Peripheral Nerve 
Injuries. The Results of Early Nerve Suture. 
A Preliminary Report. Surgery, 1946, 19: 757. 

The Peripheral Nerve Registry, established by the 
Surgeon General in November, 1944, has for its pur- 
pose the recording and follow up study of peripheral 
nerve injuries suffered by American troops in the 
recent war. To date, more than 5,000 peripheral 
nerve sutures have been recorded, and the number is 
increasing. It is the plan of the Surgeon General to 
transfer the Registry to the Veterans’ Administra- 
tion, in order that the continued study of nerve 
regeneration will lend a solid knowledge of the 
pathology and physiology in these important lesions. 
Thus, the Medical Department of the Army, learn- 
ing by the loss of a similar opportunity furnished by 
the first World War, will contribute valuable in- 
formation useful both to military and civilian pa- 
tients. 

This is the first report to come out of the Registry, 
and because of the short time element, it is neces- 
sarily inconclusive. The reasons for the lack of 
absolute accuracy in many of the records will be 
obvious to any surgeon who served in the theater of 
operations. Eighteen case histories are used to 
illustrate the various difficulties encountered by sur- 
geons performing the definitive sutures in the zone of 
the interior, the difficulties encountered in primary 
care overseas, and, in some instances, the poor judg 
ment used by surgeons who first attended the injured 
patients and unwisely attempted early, primary 
suture of the nerves. The authors point out that the 
ideal time for nerve suture is within 3 months of the 
time of injury, but they state that “the percentage of 
failures is far greater when nerve suture is performed 
at the time of débridement than when it is deferred 
until after delayed wound closure. The results of 
this survey and of concomitant pathological in- 
vestigations fully substantiate the directives which 
were issued during the war decrying primary nerve 
suture and recommending only coaptation or protec- 
tion of divided nerve ends when initial débridement 
of the wound was done.”’ One of the greatest hazards 
and sources of difficulty to the surgeon in charge of 
the final care of the patient is the lack of adequate 
early records with accurate and detailed accounts of 
the wound, the appearance of the nerve, just what 
was done with the nerve at the time of débridement 
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or secondary wound suture, the matter of wound in- 
fection, and the program of immobilization and 
physical therapy, if any. The break necessitated by 
evacuation is also a major source of difficulty in 
keeping the records of the Registry. 

The authors have a most optimistic outlook on the 
possibilities of recovery after delayed nerve suture 
(within the 3 month period) when the patient has 
had his surgery done under the more favorable con- 
ditions of the zone of the interior, and they point out 
that under such conditions the main sources of 
failure are inept surgical technique (which is cer- 
tainly remedial) and inadequate immobilization, or 
no immobilization at all. They stress the need of 
careful records throughout the full history of the 
patient. They have used Tinel’s sign as one of the 
criteria of recovery. They do not believe that nerve 
grafting has any place in the early phases of nerve 
suture. Joun Martin, M.D. 


SYMPATHETIC NERVES 


De Takats, G., Fowler, E. F., Jordan, P., and 
Risley, T. C.: Sympathectqmy in Peripheral 
Vascular Sclerosis. J. Am. M. Ass., 1946, 131: 
495- 

Although it was previously believed that sympa- 
thectomy for the treatment of arteriosclerotic states 
was of little value, recent work by Atlas, and by 
Freeman and Montgomery, has shown that patients 
with obliterative vascular sclerosis could walk fur- 
ther and showed some alleviation of their symptoms 
of claudication after undergoing a procaine lumbar 
sympathetic block. Recently a male patient pre- 
senting the signs and symptoms of thromboangiitis 
obliterans was subjected to lumbar sympathectomy. 
At this time large atheromas were palpated in the 
aorta. Despite these the patient experienced relief 
of his symptoms and this relief has continued to the 
present, 4 years after operation. 

Lumbar sympathectomies have been done in se- 
lected cases of arteriosclerosis in which visceral vas- 
cular sclerosis was subclinical or slight. Patients 
should be evaluated as to the extent of arteriosclero- 
tic involvement by means of funduscopy, electro- 
cardiograms, chest films, a urinary concentration- 
dilution test, and an x-ray film of the thighs. Coro- 
nary occlusion is a contraindication to sympathec- 
tomy although exertional angina is not. A para- 
vertebral procaine block should precede all lumbar 
sympathectomies for observation of changes in the 
skin temperature of the digits, improvement in 
walking ability, and shortening of the venous filling 
time. Age is no contraindication to lumbar sympa- 
thectomy. 

Arterial occlusion due to irregular atheromas is 
most frequent at the popliteal, femoral, and iliac 
levels. Aortic and femoral arterial closure is mani- 
fested by claudication in the gluteal and genital 
areas, and sexual weakness, although it is compatible 
with a fair nutritive state of the legs. Patients with 
this condition benefit markedly from sympathec- 
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tomy in contrast to those who have diffuse arteriolar 
sclerosis who are helped little. Poor flexibility of the 
capillary bed is shown by marked postural changes: 
pallor when the legs are elevated and rubor when 
they are placed in a dependent position. A subjec- 
tive criterion to be considered is the relief of pain 
commonly experienced by the patient following a 
procaine block of his arteriosclerotic limbs. This 
may result from infiltration of the lumbosacral 
plexus with procaine or from blockage of sympa- 
thetic impulses acting on demyelinated sensory 
fibers. This pain is of a burning type, and is aggra- 
vated by heat, relieved by cold and elevation, often 
accompanied by osteoporosis. Previously it had re 
quired amputation for complete relief. It occurs 
with and without diabetes. 

Twenty-five cases were studied, the patients vary- 
ing from 39 to 66 years of age. Retinal sclerosis was 
present in all, coronary sclerosis in 18, previous coro- 
nary occlusion in 2, nephrosclerosis in 5, hyperten- 
sion in ro, and hyperlipemia in 3. Preoperatively the 
average walking ability ranged from 0.5 to 2.0 
blocks and postoperatively this increased from 1 
block to several miles. 

Six case histories illustrating various types of 
vascular sclerosis are briefly presented. Four gen- 
eral classifications are designated: 

Group 1. Middle aged patients who were able to 
walk only several blocks and had no femoral and 
popliteal pulses. Nine patients belonged in this 
group. They were benefited greatly by lumbar 
sympathectomy. Exertional angina was present in 
2 after the operation because of their increased walk- 
ing ability. 

Group 2. Middle aged or elderly patients with a 
walking range of from 0.5 to 2.0 blocks. These pa- 
tients presented some arteriolar and capillary stasis 
as wel! as evidence of major arteriolar occlusion. 
Operation was undertaken chiefly to prevent gan- 
grene. Postoperatively their walking ability did not 
increase appreciably. None lost their legs on the 
sympathectomized sides although 2 lost limbs on 
their unoperated sides. 

Group 3. This was composed of 6 patients who had 
already lost one leg or who required amputation 
clinically. Sympathectomies in this group permitted 
3 toe and 3 lower leg amputations whereas a supra- 
condylar resection would otherwise have been neces- 
sary. 

Group 4. Five patients who apparently were in 
the causalgic state exhibiting intractable pain, dif- 
fuse osteoporosis, and glossy edema of the lower 
limbs. These patients had occluded arteries and were 
in the advanced stages of arteriosclerosis with and 
without diabetes. Their deep tendon reflexes were 
decreased or absent. Previously their condition 
would have necessitated amputation. In no case was 
an amputation needed after lumbar sympathectomy. 
These cases were comparable to patients suffering 
from trench foot or air hammer disease. 

The basal blood flow, defined as the amount of 
blood per 100 gm. of tissue measured under basal 
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conditions by a plethysmograph, is greatly influ- 
enced by emotional stimuli, drafts, and pain media- 
ted through the peripheral sympathetic nerves. The 
reflex effects of heat and cold are ineffective in an 
extremity which has been subjected to a sympathec- 
tomy. After a sympathectomy an arteriosclerotic 
limb maintains a circulation comparable to that 
which could be obtained only in a warm, semitropical 
climate, the benefits of which are well known in the 
treatment of peripheral arteriosclerosis. 

Another factor is the high vasomotor tonus in the 
lower extremity of man which helps to maintain the 
normal blood pressure. This tonus is least in a hor- 
izontal position, greater in a sitting position, and 
greatest in the erect posture. How such a postural 
vasoconstriction affects a diseased vascular bed is 
obvious. This factor is eliminated by sympathec- 
tomy so that the vasomotor tonus is not any higher 
when the patient is erect than when he is horizontal. 
Therapeutically this is analogous to rest in bed. Al- 
though intrinsic muscle tone is regained after a 
period, it has been shown previously that the veno- 
capillary stretch produced by intermittent venous 
hyperemia is far more effective in the sympathecto- 
mized limb than in the limb with an intact sympa- 
thetic supply. 

The striking relief of pain which is obtained in 
limbs following procaine block and sympathectomy, 
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whether due to thromboangiitis, arteriosclerosis, or 
embolic occlusion, is not completely understood. An 
ingenious theory postulated by Doupe states that 
cross stimulation occurs between efferent sympathet- 
ic nerves and the demyelinized, poorly insulated 
sensory axons which results in pain or even efferent 
vasodilatation. Another cause is suggested by the 
reflex vasoconstriction which occurs after pain. This 
operates in the case of ischemic neuritis, thrombosed 
arterial segments, or periarterial and lymphangitic 
inflammatory reactions, and is abolished by sympa- 
thectomy. 

The effects of lumbar sympathectomy on the low- 
er extremity are tabulated: 

1. The limb warms faster and cools more slowly on 
direct exposure, and reflex effects of heat and cold 
are ineffective. 

2. The high vasoconstrictor tonus in the sitting 
and standing position is abolished. 

3. Vascular exercises such as intermittent venous 
hyperemia are more effective. 

4. Cross stimulation between the sympathetic and 
demyelinated sensory fibers is prevented. 

The excellent results in this small series are stated 
to be “due to the release of normal vasomotor tonus, 
which in turn insures an even blood flow uninflu- 
enced by anything but the metabolic need of the 
tissues.”’ C. FrepERIcK Kitt1Le, M.D. 





SURGERY OF 


CHEST WALL AND BREAST 


Garven, H. S. D.: Demodex Folliculorum in the 
Human Nipple. Lancet, Lond., 1946, 2: 44. 


Ten of 13 cases observed by the author showed the 
presence of a parasite corresponding in size and 
structural details to the Demodex folliculorum. The 
parasite may be found lying in the sebaceous mate- 
rial in the mouths of the sebaceous glands, with the 
head directed toward the living cells of the glands. 
In many cases, it is also found lying deep in the 
gland among the living cells with its head close to or 
almost touching the basement membrane of the 
gland. In this situation it may cause some reaction 
in the tissues surrounding the gland. Round cell in- 
filtration of these tissues is common. 

The significance of the prevalence of the parasite 
in the sebaceous glands of the nipple in this series 
cannot be assessed without further investigation 
over wider areas. It is not suggested that the pres- 
ence of the parasite in the sebaceous glands of the 
nipple is of real importance in the pathogenesis of 
carcinomatous changes in the epithelium of the 
nipple as in Paget’s disease. Its relevance as a factor 
in the incidence of sore nipples has been suggested. 

Emit C. RositsHEK, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Langer, L., and Salvestrini, H.: Surgical Treatment 
of Bronchiectasis (Tratamiento quirurgico de las 
bronquiectasias). Rev. méd. Chile, 1946, 74: 328. 


This article constitutes a rather complete presen- 
tation of the problem of bronchiectasis, including the 
prognosis of the disease without surgical treatment, 
the clinical picture, the method of diagnosis, relative 
distribution of the involvement, and surgical treat- 
ment. 

The preoperative preparation, stressing drainage 
through the bronchus and antibiotic therapy, was 
described. The details of the operative procedure 
are given at some length, and the postoperative care 
is also presented in detail. 

A series of 104 patients were operated upon during 
the last 2 years, undergoing a total of 110 resections 
without mortality. These patients were seen on the 
service of Overholt in Boston, Massachusetts. 

Hiram T. Lancston, M.D. 


Dickson, J. A., Clagett, O. T., and McDonald, J. R.: 
Cystic Disease of the Lungs and Its Relation- 
ship to Bronchiectatic Cavities. J. Thorac. Surg., 
1946, 15: 196. 

Twenty-two surgically treated patients with 
cystic disease of the lungs were selected for study. 
In 12 cases the cysts were developmental or con- 
genital, in 6 cases they were acquired (including 
“cystic’’ bronchiectasis), and in 4 cases they were 
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indeterminate. Most of the cysts had a bronchial 
communication. All but 3 cysts were infected. In 
no case was there any evidence that bronchogenic 
carcinoma had its origin within the wall of one of 
these benign cysts. 

Hemoptysis was present in 16 of the 22 cases. In 
cases of cystic disease of the lungs a diagnosis of 
pulmonary tuberculosis is often made. An accurate 
diagnosis of cystic disease of the lungs is largely de- 
pendent on adequate roentgenographic examination 
of the thorax. It is believed that bronchoscopy is of 
definite value, especially for the patient who is to be 
treated surgically, to rule out any possibility of other 
bronchial lesions. Occasionally, an accurate diagno- 
sis can be arrived at only by exploratory thora- 
cotomy. In the differential diagnosis, consideration 
must be given to almost all intrathoracic neoplasms, 
pulmonary abscesses, localized empyemas, tuber- 
culous cavities, hydatid cysts, and diaphragmatic 
hernias. 

The ideal treatment for cystic disease of the lungs 
is complete operative removal of the cystic portion of 
the lung with conservation of as much normal func- 
tioning lung as possible. Local excision is only oc- 
casionally feasible, as in a case in which the cyst may 
be attached by a narrow pedicle or loosely attached 
to the parenchyma of the lung. Drainage of the 
cyst and other supplementary operations, such as 
collapse procedures, usually are not satisfactory. 
Age appears to be no contraindication to surgical 
treatment. 


HEART AND PERICARDIUM 


Poppe, J. K., and De Oliveira, H. R.: The Treatment 
of Syphilitic Aneurysms by Cellophane Wrap- 
ping. J. Thorac. Surg., 1946, 15: 186. 


The surgical treatment of aneurysms is still an 
open field despite the various methods mentioned in 
the medical literature, and even despite the modern 
surgical techniques available at the present time. 
According to Pearse, the surgical attempt at pro- 
ducing progressive obliteration of the lumen of the 
great vessels appeared in the nineteenth century. 

A number of methods and devices have been ad- 
vocated for the production of occlusion of large blood 
vessels, with unsatisfactory results in many in- 
stances. In addition to the ineffectual results and 
fatal complications accompanying the use of many 
of these methods, almost all of them, with one or two 
exceptions, are too traumatic i r application to a 
dilated, thin-walled syphilitic aneurysm which is 
about to rupture spontaneously. 

Pearse, in 1940, showed that the chronic pro- 
gressive irritation, fibrosis, and foreign body reaction 
caused by the insertion of ordinary 300 P.T. cello- 
phane in close proximity to the vessel, provide a 
method of thickening the wall and occluding the 
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lumen of a blood vessel without the objections men- 
tioned. 

The first recognition of the irritating properties of 
cellophane resulted from the studies of Page, who 
wrapped the kidneys of dogs in cellophane in 1939 
to produce hypertension. A marked tissue reaction 
was said to have occurred within 3 to 5 days follow- 
ing the application of the cellophane. Within 2 
weeks a dense fibroblastic and collagenous deposit 
developed over the surface of the kidney and formed 
a constricting hull of from 3 to 5 millimeters in 
thickness. This hull continued to thicken for an un- 
determined period of time despite the disappearance 
of the cellophane. 

In direct contradistinction to the work of Page, 
Pearse, and Harrison and associates, are the results of 
another group who considered cellophane as a phys- 
iologically inert substance suitable for application 
and insertion into areas of the body in which a for- 
eign body reaction and adhesions would be very un- 
desirable. Donati was the first to demonstrate this 
inert property of cellophane, in 1946. 

Later, McKeever used cellophane in the treatment 
of arthritis. He used type 300 P.U.T. 71 and con- 
cluded, as did Donati, that no reaction is caused by 
cellophane for at least two months after operation. 

hese various physiological reactions of cellophane 
exhibited diametrically opposite properties. On one 
hand, cellophane represented an inert substance 
which produced practically no foreign body reaction 
when left in the tissue, and, on the other hand, in- 
duced a violent fibrous tissue reaction resulting in 
fibrosis and contraction. This led to the conclusion 


that different varieties of cellophane produced en- 
tirely different physiological reactions, depending 


upon the chemical structure of the material. Be- 
fore any satisfactory clinical application could be 
made of the properties of cellophane to produce a 
constrictive fibrosis, a distinction was needed be- 
tween the physiologically inactive and reactive types 
of cellophane. For that reason, a series of animal 
experiments was conducted on dogs, in which five 
different basic types of cellophane were used. A 
very marked fibrous tissue reaction surrounding the 
section of the aorta in close proximity to the poly- 
thene variety of cellophane was noted in both ani- 
mals in which it was used. The reaction was still 
acute as indicated by the cellular proliferation in the 
first animal in which the tissue was examined 2 weeks 
postoperatively. A very dense fibrous proliferation 
was present in the tissue surrounding the section of 
aorta covered with the polythene variety of cello- 
phane in another animal sacrificed 214 months post- 
operatively. In this case, not only had the wall of 
the aorta increased to six times its normal thickness, 
but the lumen of the vessel had been reduced to 
about one-third of its normal diameter. 

A report of the successful clinical application of 
the polythene variety of cellophane to a fusiform 
aneurysm of the thoracic aorta is described in detail. 
The most satisfactory way to avoid the contact of 
the surrounding structures with this extremely re- 
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active polythene film seems to be to cover it with a 
layer of less reactive polythene, such as 300 P.U.T. 
71, 300 P.T. 62, or one of the moisture-resistant va- 
rieties. Further animal experiments are being carried 
out at the present time on refinements in technique, 
this representing a preliminary report. 

Polythene film was also used recently for the liga- 
tion of a recanulated ductus arteriosus in a 14-year- 
old colored girl with subacute bacterial endocarditis 
in whom the patent ductus had been ligated 4 years 
previously with cotton umbilical tape. A certain 
amount of caution is necessary, however, to keep the 
cellophane away from the recurrent laryngeal nerve. 

The use of polythene cellophane seems to offer a 
successful method of gradual fibrosis and obliteration 
of aneurysms and large vessels. Experimental 
studies reported here have shown that in order to 
obtain the desired result, it is necessary to use a par- 
ticular type of cellophane, since some varieties pro- 
duce no fibrosis. Polythene cellophane has been 
found useful not only in the treatment of aortic an- 
eurysms, but also in the obliteration of a patent 
ductus arteriosus. Joun E. Krrxpatrick, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Resano, J. H.: Activities of the Department of 
Esophageal Diseases for the Year 1945 (Activi- 
dades del departamento de es6fago durante el afio 
1945). Prensa méd. argent., 1946, 33: 1072. 


In the Argentine Republic an estimated 1,000 per- 
sons die annually from carcinoma of the esophagus. 
A special service for the management of esophageal 
lesions has been in function since the end of 19309. 
Five hundred and nineteen patients have been seen 
in this period; they presented cancer as the predom- 
inant lesion, followed by megaesophagus in the pro- 
portion of 10 or 15 cases to 1. During 1945, 21 cases 
with symptoms of esophageal disease were seen in 
which no lesion was readily demonstrable. 

The total number of cases of esophageal disease 
seen in 1945 was 159. Of these, 111 were carcinomas, 
and the 21 cases already referred to were as follows: 
7—megaesophagus, 4—strictures due to caustics, 3 
—diverticula, 2—cardiospasm, 2—simple esophage- 
al spasm, 2—foreign body, 1—post-typhoidal esopha- 
gotracheal fistula, 1—congenital stricture, 1—dys- 
phagia due to situs inversus, and 1—paralytic dys 
phagia. 

The relative distribution of carcinomas in the 
esophagus. showed 19 to be in the upper third, 36 in 
the middle third, and 56 in the lower third. One 
case involved the entire organ. 

The management of these 111 cases may be sum- 
marized as follows: 5 had not been operated on at 
the time of the report; 33 were considered inoperable 
principally because of great debility, advanced age 
(70 years is considered an average upper limit), or 
uncontrollable associated diseases; 11 patients re- 
fused operation; 30 were submitted to exploratory 
operations; 32 underwent radical resection; 19 un- 
derwent a Torek procedure, with 11 deaths; 11 
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underwent resection with an intra-aortic esophago- 
gastric anastomosis (6 deaths); and 2 underwent 
resection with supra-aortic esophagogastric anasto- 
mosis (2 deaths). 

Resection with anastomosis is the constant aim, 
but is not always possible. A case of low esophago- 
gastric lesion is reported in which the extensive 
neoplasm required a total gastric resection. The 
performance of an esophagojejunostomy was preven- 
ted by an unusually short mesentery so that a cervical 
esophageal stoma was made after complete extirpa- 
tion of the thoracic esophagus. Feeding is maintained 
by jejunostomy. Hrram T. Lancston, M.D. 


Resano, J. H. Notes on the Diagnosis and Treat- 
ment of Carcinoma of the Esophagus (Comen- 
tarios sobre diagnéstico y terapéutica del carcinoma 
del eséfago). Prensa méd. argent., 1946, 33: 912. 


Despite the usual concept that tumors occurring in 
narrow portions of the digestive tract are diagnosa- 
ble while still of small size, carcinoma of the esophagus 
comes to diagnosis relatively late. This is explained 
in the author’s experience by: 

1. The natural latent period of any disease. He 
estimates the length of life after the development of 
the neoplasm as of 2 years, for the maximum. 

2. Delay on the part of the patient in seeking 
competent medical advice. Since the symptoms may 
be variable from day to day, he continues to hope 
that they will disappear. 

3. Delay on the part of the physician in recogniz- 
ing the true nature of the process while striving for 
relief with various antispasmodics. 

In the author’s experience some 20 per cent of the 
patients have received antiluetic therapy when first 
seen, notwithstanding the rarity of esophageal syphi- 
litic involvement (not 1 instance in 6,000 autopsies). 
One case of esophageal syphilis is briefly presented; 
this occurred in the author’s series of more than 450 
cases of esophageal disease. The stenotic areas were 
multiple. 

Further causes for delay in treatment arise from 
confusion produced by the good general condition of 
the patient early in his symptomatic course, and the 
poor quality, or the improper interpretation, of the 
x-ray studies. Several case reports are quoted and 
illustrated. The accuracy of the x-ray diagnosis is 
attested by the statement that on the service of 
Finochietto, only 2 cases of carcinoma of the esopha- 
gus in a series of 350 gave normal x-ray findings. 

The author calls attention to a statement attribu- 
ted to Seiffert (reference omitted), in which he claims 
to have seen 2 cases of spontaneous cure of esopha- 
geal carcinoma. The author cites 1 personal observa- 
tion in which esophagoscopic and x-ray examination 
revealed marked regression. This patient, however, 
died at the end of 16 months of an aortic perforation 
by the carcinoma. 

The treatment is discussed at some length and il- 
lustrated. Roentgen therapy is not considered cura- 
tive. Esophageal resection, with esophagogastric 
anastomosis, when possible, is practiced, a cervical 
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esophageal stoma being produced only when neces- 
sary. Eighteen successful results have been obtained: 
3 with the Torek procedure, 11 with esophagogas- 
tric anastomosis below the aortic arch, and 4 with 
anastomosis above the arch. Two of the 3 patients 
who underwent the Torek procedures died at 7 and 
8 months, respectively, of metastases. Five of the 
patients subjected to infra-aortic esophagogastros- 
tomy died in from 4to18 months. All of the patients 
in whom supra-aortic anastomoses were effected have 
survived. The longest survival period of any patient 
is 26 months. Hrram T. Lancston, M.D. 


Castoldi, P.: Malignant Granuloma of the Medias- 
tinum of a Neoplastic Developmental Form 
with Infiltration of the Pulmonary Parenchy- 
ma (Granuloma maligno mediastinico a sviluppo 
neoplastiforme con infiltrazione del parenchima 
polmonare). Tumori, Milano, 1942, 28: 358. 


A 16 year old girl succumbed to a huge tumor in 
the left side of the chest. At avtopsy, 24 hours later, 
the mass, which was of the size of an adult head, was 
removed en bloc, together with the mediastinum and 
left lung. On histological examination the tumor 
proved to be typical of granuloma malignum. How- 
ever, the most interesting finding was that of the 
left lung. This organ was collapsed, had spread over 
the upper, posterior surface of the granulomatous 
mass, and had apparently grown to it in one area. 

Histological sections of the lung tissue in this area 
revealed, in places where the process seemed most 
recent, that the pulmonary alveoli were plugged 
with cellular elements of a marked polymorphism, in 
which many of the cells bore a marked resemblance 
to the Sternberg cells of granuloma malignum. The 
author characterized the whole process as one of de- 
squamative pulmonitis. This process differed, how- 
ever, from the ordinary desquamative alveolitis by 
the cellular polymorphism. In some of the alveoli a 
fine fibrillar rete was present. The alveolar septa 
were still present and evidenced a hyperplasia and 
intra-alveolar desquamation of the reticular cells. 

There was no sign of a fibrinoleucocytic (exuda- 
tive-inflammatory) reaction in the sense of Deak, and 
the author interpreted the condition as a true lym- 
phogranulomatous pulmonitis as described by Brait- 
enberg. Joun W. BRENNAN, M.D. 


MISCELLANEOUS 


Brock, R. C.: A Musculoplastic Incision for Poste- 
rior Thoracoplasty. J. Thorac. Surg., 1946, 15: 182. 


The usual incision for posterior paravertebral 
thoracoplasty is carried straight down through the 
skin and underlying muscles to the ribs, to make a 
J-shaped flap which is reflected forward. This method 
of making the incision has many disadvantages. 

For the past year the author has been using a sim- 
ple musculoplastic modification of this incision which 


seems to avoid most of its disadvantages. It is a 
simple and logical step and has proved very satis- 
factory in practice. 
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The usual J-shaped incision is made down to, but 
not through, the muscles of the back. The medial 
flap is now undercut as far as the midline for the 
whole length of the vertical limb; the undercutting 
is continued into the first 3 or 4 inches of that part 
of the incision which curves forward, typically to 
just beyond the anterior border of the trapezius 
muscle. This undercutting is carried downward and 
medially for some 2 inches *o expose the lowest part 
of the trapezius to within 2 inches of its lowest 
origin, where it is little more than 1% inches wide. 
The most anterior part of the incision need not be 
undercut, but its lower edge should be retracted be- 
fore the latissimus dorsi is divided. The incision in 
the latissimus dorsi is carried back to the lowest ex- 
posed portion of the trapezius, and this muscle is 
then cut through transversely to the midline. A 
finger is next inserted beneath the trapezius imine- 
diately next to the origin from the spinous processes, 
care being taken to separate the muscle from the 
aponeurosis covering the erector spinae mass, to 
which it may be moderately adherent. With scissors 
or a knife, the trapezius is cut as near as possible to 
the spinous processes and the interspinous ligaments. 
With the finger separating the muscle in front of it, 
the division is carried right up to the top of the 
wound. The rhomboid muscles are, of course, raised 
with the trapezius when they are reached; the serra- 
tus posterior superior may also be included, or left 
on the ribs, if desired. As the aponeurosis is being 
cut, a little care will enable one to see and secure the 
medial divisions of the posterior branches of the 
intercostal vessels to further minimize the blood loss. 
The whole muscle flap is now displaced forward in 
the usual way. As it is raised, the lateral division 
of the posterior branches of the intercostal vessels 
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is displayed and the muscles can be secured and 
divided without blood loss. If the serratus postero- 
superior muscle has been lifted with the flap, it can 
now be separated from its insertion into the ribs. At 
the end of the operation the reflected muscle layer 
is sewed back to its original attachment to the 
spinous process and the supraspinous and inter- 
spinous ligaments. . 

At the second stage the maneuver is repeated; the 
separation is made with ease and there is very little 
“gumming”’ together of the layers as is seen when 
the muscles have been cut through. The aponeurosis 
can be cut from the midline as easily as at the first 
stage and can be resutured into position just as 
easily ai.d securely. The separation of the muscle 
flap is almost entirely bloodless at the second stage. 

The advantages claimed for this musculoplastic 
incision are as follows: 

1. A long, unsurgical division of muscle tissue is 
avoided, with consequent diminution of the blood 
loss, interruption of the nerve supply, and subse- 
quent impairment of the function from atrophy and 
fibrosis. 

2. The posterior scapular artery is completely 
out of danger when the highest part of the incision is 
made. 

3. The exposure is definitely improved, the access 
to the posterior ends of the ribs is simplified, and it 
is not necessary to carry the incision quite so high 
as when the muscles are cut through and not reflected. 

4. The two suture lines are not superimposed, and 
if the skin sutures should give way, the extrafascial 
space is protected by the muscle layer. 

5. There is virtually no bleeding from the muscle 
layer at the second stage. 

Joun E. Krrexpatrick, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Salsano, D.: Fibroma of the Left Rectus Abdominis 
Muscle in the Male (Fibroma del muscolo retto 
addominale di sinistra in uomo). Ann. ital. chir., 
1943, 22: 572. 


The primitive fibroma of the abdominal wall, 
especially in the male, is extremely rare. Indeed 
some authors deny its entity and attribute tumors 
described as such in males to the fibromatous prod- 
ucts of chronic inflammations or to the reparative 
processes following rupture of a muscle. The 
author reports a case of tumor situated in the left 
upper abdominal wall in which there could be no 
doubt, either from the clinical history or from the 
histological findings, of its being a fibroma. 

The robust soldier whose case is reported had 
accidentally noted a small tumefaction of the left 
superior quadrant of the abdominal wall about a 
month previously. At operation a walnut sized mass 
was exposed under the anterior sheath of the left 
abdominis rectus muscle about 2 finger-breadths 
from the midline and the same distance above the 
level of the umbilicus. The growth was situated at 
the level of one of the tendinous inscriptions of the 
abdominis rectus but had developed within the en- 
tire thickness of the muscle and showed no evidence 
of capsule formation. 

The new growth was excised, the incisions reaching 
well into the healthy muscle, and the histological ex- 
amination reported the findings of a simple fibroma. 
There was an intermixture of some striped muscle 
fibers showing the simple degenerative picture of 
pressure from the surrounding fibrous tissues. At 
the edge of the tumor mass its fibers seemed to be 
continuous with the fibers of the intermuscular con- 
nective tissues. 

Seven months later the patient was perfectly well 
and there was no evidence of local recurrence or of 
metastasis. Joun W. BRENNAN, M.D. 


GASTROINTESTINAL TRACT 


Duran-Jorda, F.: A Microincineration Study of the 
Flat Epithelial Layer Covering the Alimentary 
Tract. Brit. J. Surg., 1946, 33: 346. 


The author has demonstrated, by using the micro- 
incineration technique, the organic nature of the flat 
epithelial layer, previously described by him, which 
covers the gastric and intestinal mucosae and the 
gall bladder mucosa. 

The gastric and intestinal mucosae are covered by 
a layer of flat epithelial cells which contains a vari- 
able number of diapedesic cells and a network of 
capillaries. Between the layer and the pits of the 
glands there is a kind of albuminous fluid which in 
some stomachs becomes clotted and produces a cast 
of the whole elements contained in the flat epithelial 


layer. This layer is very friable, especially because 
it is bathed in the juices contained in the gastric and 
intestinal mucosae. The link between the layer and 
these mucous membranes is very fragile, and it was 
for this reason that the author was compelled to de- 
velop a new method of fixation to study the layer. 
This method will be referred to herein as formalin 
vapor fixation, and was carried out by submitting 
the tissues to formalin vapor in a closed atmosphere, 
at room temperature, for 2 or 3 days. 

As a consequence of uncertain methods of staining 
both the cytoplasmatic cellular mucus and the sup- 
posed mucus covering the mucous membrane, the 
author decided to resort to a more drastic method 
of investigation. After a careful consideration of the 
problem he concluded that the most satisfactory 
technique to reveal the organic nature of the flat 
epithelial layer described was to submit the tissues 
to microincineration for then a subsequent study of 
the remaining ashes could be made. 

Mucin cannot leave any mineral ashes after in- 
cineration. This is a fact well known by research 
workers who have used the microincineration 
method of studying the ashes contained in the tis- 
sues. As the mucin does not leave any ashes after 
its incineration, the spaces occupied in the cyto- 
plasm of the cells secreting mucin or pseudomucin 
are empty when the tissue is studied after incinera- 
tion. When describing the cells in the mucous mem- 
brane of the stomach, small intestine, and colon, 
microincinerists are quite definite that the empty 
spaces seen in the cytoplasm of some mucous 
membrane cells are the places previously occupied 
by the mucus, which does not leave any ashes. 
Then it can be concluded that if the layer covering 
the gastric and intestinal mucosae is basically formed 
by an accumulation of mucinous material, it will 
disappear after incineration and be substituted by 
an empty space. 

To carry out these studies alternate slides of 
serial sections of the mucosae to be investigated 
were subjected to microincineration. From these 
sections, the first was stained with hemalum and 
eosin, the second was submitted to microincinera- 
tion, and the third was treated with a mucin stain. 
The specimens selected had previously been sub- 
jected to formalin vapor fixation and embedded in 
paraffin blocks. Occasionally, one of the stained 
slides was incinerated after some photomicrographs 
were made of it, and after microincineration more 
photographs were taken of the same fields to com- 
pare the two sets. The specimens of different mu- 
cosae studied came from surgical specimens, as the 
protective layer is destroyed immediately after 
death, and the author supplemented the investiga- 
tions by making a further study of some specimens 
from the mammal alimentary tract. The animals 
used were rabbits. 
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In the stomach there is a layer which comes from 
the upper layer of the tunica musosa of the esoph- 
agus, covers all of the stomach, and passes to the 
intestine. This layer has been seen to cover not only 
the surface of the stomach, but also some of the pits 
of the glands. Sometimes, in the same section, it 
can be observed how some portions are formed only 
by single cells, while others are formed by multiple 
cells. This layer is rich in a network of capillaries. 
After microincineration, the layer leaves thick ashes. 
The layer covering the stomach is thicker than the 
layer in the small intestine; the explanation for this 
could be the presence of hydrochloric acid in the gas- 
tric mucosa. The layer can be peeled off from the 
stomach if the mucous membrane has been subjected 
to formalin vapor fixation. It is very transparent 
and can be sectioned. The incineration of the layer 
itself leaves ashes, which demonstrates that the 
laver is not merely dried, inspissated mucus. 

In the small intestine there can also be found a 
covering layer; this is confirmed by incineration. 
The layer appears to be very thin and contains 
small capillaries. The thinness of the layer can prob- 
ably be attributed to the fact that in the intestine 
the pH of the media is in the alkaline range. 

In the appendix the covering lay2r shows diverse 
cellular contents and in some microscopical fields it 
is monocellular. In other fields it contains a very 
large quantity of diapedesic cells. The existence of 
capillaries can also be demonstrated in this layer 
covering the appendix. After microincineration the 
ashes are very thick, which is in accordance with the 
number of cells contained in the covering layer. 
The explanation for these thick ashes is quite logical 
when one considers that the nuclear chromatin of 


the diapedesic cells is pyknotic and concentrated. 
In this organ the layer has the same appearance 


as the laver found in the stomach. It is very thick 
and vascularized, probably because a great deal of 
bacterial fermentation takes place in the colon as a 
result of the anabolism of the hydrocarbonates pres- 
ent in the food remnants, and consequently the 
mucosa required a thick layer as a protection against 
the organic acids formed by bacterial and enzymatic 
fermentation. The ashes of this layer are also very 
thick, similar to those of the layer in the gastric 
mucosa. 

By observing the layer from the colon mucosa to 
the rectum and the anal stratified squamous epithe- 
lium, it can be seen how the layer passes from one 
organ to another and later becomes included in the 
stratum lucidum of the anal skin. In some of the 
specimens it is evident that the covering layer still 
contains capillaries, which are continued in the 
stratum lucidum of the anal skin, and this raises the 
question as to whether there are capillaries between 
the layers of the stratum lucidum and the stratum 
corneum in the skin. 

The layer in the gall bladder appears to be similar 
to that found in the small intestine, and contains a 
few cells and small capillaries. After incineration it 
leaves well marked ashes. 
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After submitting different specimens of mucous 
membrane from the alimentary tract to the process 
of microincineration the author is now in a position 
to dismiss definitely the supposition that the exist- 
ence of this layer is unreal, or is the consequence of 
the clotting of mucus present in the gastric and in- 
testinal tract as a result of the formalin vapor fixa- 
tion for the preparation of these organs. There can, 
therefore, be no doubt that the covering layer, which 
is formed by flat epithelial cells, diapedesic cells, and 
capillaries, is a true organic formation, which should 
be considered in the future study and description of 
the histology and pathology of the mucous mem- 
brane of the stomach, intestines, and gall bladder. 

CHARLES Baron, M.D. 


Ladd, W. E., Ware, P. F., and Pickett, L. K.: Hyper- 
trophic Pyloric Stenosis. J. Am. M. Ass., 1946, 
131: 647. 

The senior author and his associates are noted for 
many valuable contributions to the management of 
congenital hypertrophic pyloric stenosis. This re- 
port is a general review of the subject and deals 
particularly with 380 patients operated on between 
1939 and 1945. 

Eighty-five per cent of the patients with hyper- 
trophic pyloric stenosis are males and frequently 
they are the first born of a family. The pathogenesis 
probably results from a combination of pylorospasm 
and work hypertrophy due to a congenital pyloric 
tumor together with edema of the mucous mem- 
brane from mechanical irritation by curds. The es- 
sential pathological finding is hypertrophy and 
hyperplasia of the circular smooth muscle layer of 
the pylorus. 

The onset of symptoms occurs between the second 
and fifth weeks of life. Dehydration is usually pro- 
nounced when the patient is first seen. Vomiting 
begins as infrequent regurgitation but progresses to 
an explosive nature and soon occurs after almost 
every meal. However, the child remains hungry and 
will feed eagerly even immediately after vomiting. 
The vomitus never contains bile. The child soon 
loses weight, the stools become scanty, and alkalosis 
develops. 

The most important physical finding is a palpable 
olive sized mass in the right upper quadrant of the 
abdomen. This can be identified best immediately 
after the infant has vomited. Peristaltic waves may 
be observed during feeding and, characteristically, 
appear only in the epigastrium. 

Differential diagnosis is seldom difficult. One 
must consider pylorospasm, infectious vomiting, 
improper feeding, intracranial injury, achalasia, and 
extrinsic and intrinsic intestinal obstruction. 

Che most important aspect of preoperative care is 
proper fluid therapy. It is essential to restore the 
baby to as nearly a normal nutritional state as pos- 
sible by correction of dehydration, ketosis, and 
chloride deficiency. Operation is never an emergency 
procedure; 2 or 3 days of preparation should be the 
minimum. In general, the infant should receive 
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from 2% to 3 oz. of fluid per pound of weight daily. 
In poor risk debilitated patients plasma and whole 
blood transfusions will be necessary to restore the 
normal serum protein level and to improve the pa- 
tient’s general condition. These may be given in 
amounts corresponding to 1o c.c. per pound of body 
veight. Vitamin C may be given in the clysis fluid. 
Full formula feedings are maintained during the 
preoperative period regardless of the vomiting, for 
small amounts of feeding will be absorbed. 

In the preparation for operation conservation of 
body heat is of great importance. A small urethral 
catheter serves to keep the stomach aspirated during 
operation. Ether given by open drop is the anes- 
thetic of choice. The Robertson gridiron incision 
has been the preferred surgical approach to the lesion 
in this group of patients. 

[he operative procedure of pyloromyotomy is 
described in detail, and a satisfactory postoperative 
feeding regimen is given. 

Cc omplications include duodenal perforation, otitis 
media and pneumonia, wound infection, and evis- 
ceration. 

In this series 380 patients with. hypertrophic 
pyloric stenosis were operated on with'4 deaths. In 
the past 34% years there have been no deaths among 
225 consecutive cases. Epwarp W. Grxzss, M.D. 


Barber, M., and Franklin, R. H.: Bacteriology of 
Peptic Ulcer and Gastric Carcinoma. Brit. M.J., 
1946, I: 951. 


Unexplained sepsis, which occasionally otcurs 
after apparently uncomplicated cases of pariial 
gastrectomy, may lead to the development ofa 
subdiaphragmatic abscess or, more rarely, to general 
peritonitis and death. The present investigation 
was undertaken to determine whether any patho- 
genic bacteria were present in the stomach and 
duodenum at the time of operation. 

The normal bacterial flora of the alimentary tract 
has been the subject of much work and even more 
discussion. Another aspect which has caused con- 
siderable controversy is the importance of bacteria 
in the alimentary tract. The possible activities of 
bacteria in the intestines under different conditions 
are legion and remain a matter for speculation. 

In contrast to the prolific flora of the large in- 
testine, the stomach and first part of the duodenum 
in the healthy adult are usually sterile, except just 
after a meal. Spallanzani (1783) was the first to 
draw attention to the antiseptic properties of gastric 
juice. Garrod (1939) showed that susceptibility to 
the bactericidal action of hydrochloric acid of any 
pathogenic bacteria entering the body via the 
alimentary tract varied considerably, and that gas- 
tric juice was more bactericidal than hydrochloric 
acid of equivalent strength. In gastric disease it has 
repeatedly been shown that bacteria may actually 
multiply in the stomach. 

More recent work on the bacteriology of the 
stomach and duodenum has been carried out mainly 
to answer two questions: (1) whether infection plays 
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a part in the causation of peptic ulcers; and (2) 
whether postoperative sepsis is related to the bac- 
teria which are present in the stomach at the time of 
operation. 

In spite of a voluminous literature the number of 
studies in which organisms were taken direct from 
the stomach and duodenum at operation and the 
isolated bacteria were fully identified is small. 

In the present study, swabs were taken from the 
mucosa of the stomach and duodenum at operation 
in a series of 50 patients undergoing partial gastrec- 
tomy. Each swab was inoculated on to two blood- 
agar plates, one of which was then cultivated aero- 
bically and the other anaerobically. Bacteria ap- 
pearing on these plates were isolated in pure culture 
and, when possible, identified. In most cases test 
meals were given before operation and a portion of 
ulcer was examined histologically. Bacteria were 
isolated from 16 of 40 cases of benign ulcer and 9g of 
1o cases of carcinoma. Pyogenic cocci (Strepto- 
coccus pneumoniae, Staphylococcus aureus, and 
Lancefield A hemolytic streptococci) were isolated 
from 7 cases. 

Monilia albicans, nonhemolytic streptococci, and 
coliform bacilli were isolated from many patients 
who had a normal or high gastric acidity. All other 
bacteria were isolated only from cases in which the 
test meal showed a condition approaching achlor- 
hydria. In this series of 50 cases septic postopera- 
tive complications were no higher among the 25 
cases with positive cultures than among the other 25. 
The isolation, however, of such organisms as Strepto- 
coccus pneumoniae, Staphylococcus aureus, and 
Lancefield A hemolytic streptococci makes it clear 
that bacteria in the stomach at the time of operation 
are a potential source of infection, and preoperative 
medication might be advisable at least in the cases 
with low gastric acidity. 

Joun E. Kirkpatrick, M.D. 


Debeyre and Jouve: Ulcer of the Greater Curvature 
of the Stomach Penetrating into the Spleen 
with Secondary Perforation into the Peritoneal 
Cavity (Ulcére de la grande courbure de l’estomac 
térébrant dans la rate secondairement perforé en 
péritoine libre). Presse méd., 1946, 51: 395. 

The authors report a case of ulcer of the greater 
curvature of the stomach with penetration into the 
spleen and secondary perforation into the free perito- 
neal cavity. The patient was a 69 year old man with 
symptoms of an acute perforation of 2 days’ dura- 
tion. He was treated by immediate operation, with 
resection of the ulcer without splenectomy, and died 
48 hours after operation. 

A review of the literature failed to disclose an iden- 
tical case, but the authors collected 19 reports of per- 
forated ulcer of the greater curvature of the stomach. 
In 8 of these the lesion had penetrated into the 
spleen, and in 5 there was penetration into adjacent 
viscera. Five patients had a perforation into the free 
peritoneal cavity, and 2 had perforation into the les- 
ser peritoneal cavity. 
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In general, penetrating and perforating ulcers in 
the greater curvature have a less favorable prog- 
nosis than similar lesions located elsewhere in the 
stomach. The reported mortality rate is 20 per cent. 

Epwarp W. Grsss, M.D. 


Gordon-Taylor, G.: The Present Position of Sur- 
gery in the Treatment of Bleeding Peptic Ulcer. 
Brit. J. Surg., 1946, 33: 336. 

The results of therapy during recent years in more 
than 1,700 cases of hemorrhaging peptic ulcer treat- 
ed at the St. George’s and the Westminster Hospitals, 
London, St. Mary’s Hospital, Balham, certain hos- 
pitals of the London County Council and the West- 
minster County Council, and of the larger, unspeci- 
fied, Royal Naval Hospitals in the United Kingdom 
are collated and discussed. Cases of bleeding peptic 
ulcer treated nonoperatively are considered particu- 
larly in a conjecture as to the percentage of patients 
that might have been saved had surgery been per- 
formed. 


Gordon-Taylor notes that the mortality of these — 


cases has decreased in the past 10 years because of 
more adequate medical management, especially the 
early institution of “drip transfusion.’’ The mortal- 
ity is now from ro to 11 per cent as compared with 24 
per cent for the period from 1926 to 1933 despite the 
fact that many patients have been aged and infirm. 
The author believes that every case of hematemesis 
or melena should be transfused early with whole 
blood at 40 drops per minute. Early operation (be- 
fore Finsterer’s critical third day) gives a defi- 
nitely lower mortality rate; hence close consultation 
between physician and surgeon is required. When 
surgery is performed it should be directed only at 
control of the bleeding; it must be quick and gentle, 
and abdominal exploration is discouraged. In cases 
in which it appears obvious from the terrific bleeding 
that a larger vessel has been eroded immediate inter- 
vention is indicated. Urgent operation is indicated 
in those cases of hemorrhage in which there is also 
evidence of obstruction because in these bleeding is 
most apt to persist or to recur promptly. Urgent sur- 
gery is indicated in persons past the age of 50, parti- 
cularly if the radial artery is thickened and tortu- 
ous, and is similarly indicated in these older patients 
if the pain persists after hemorrhage. Recurrent 
hemorrhage in a patient under what should be ade- 
quate medical control is deemed an indication for 
surgical intervention. The foregoing views are sup- 
ported by Avery Jones who observes that one-half of 
the patients over 50 years of age died after one re- 
current hemorrhage, and 60 per cent after a second 
bleeding. 

Lest his reader misapprehend that he is recklessly 
in favor of surgery in bleeding peptic ulcer patients, 
Gordon-Taylor states: ‘Every case must be consid- 
ered on its own merits; there can be no hard and fast 
rules. Antecedent disease and intercurrent illness, 
the previous habits of the patient, his physical con- 
formation, and all that constitutes a ‘good or bad 
surgical risk’ must be weighed carefully.”’ 
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Partial gastrectomy has been the usual operation 
of choice, but no one technique is applicable to all 
cases. The snail-like closure of the duodenal stump 
which ferms a tampon to a penetrating duodenal 
ulcer, as devised by Judin, is described in detail. 

That the mortality in cases operated upon before 
the third day is far lower than that in cases operated 
upon after th sixth day is not a contraindication to 
late surge. There have been many dramatic suc- 
cesses in Ca. ought to be hopeless. The author 
recalls unde dingly the gloomy attitude of the 
Moscow surg n, Judin, who for the thirtieth, forti- 
eth, and even “ fiftieth time in the postmortem 
room obser erosion of an artery in an ulcer 
crater quite a .. : ole to surgery. 

WayNE CAMERON, M.D. 
Chesterman, J. T.: Neurogenic Ileus. Brit. M. J., 
1946, 1: 830. 

This article is a consideration of ileus due to neuro- 
muscular imbalance, or neurogenic ileus. The prob- 
lems of neurogenic ileus are discussed under three 
main headings: (1) intestinal movements and con- 
duction, and their alterations in neurogenic ileus; 
(2) the sites of action of stimuli producing such 
alterations; and (3) the factors giving rise to such 
stimuli in clinical practice. 

The gradients theory of polarity proposed by 
Alvarez to account for phenomena of intestinal mo- 
tility provides a physiological basis for certain alter- 
ations in the neuromuscular balance of the intestine. 
Various factors may alter the different gradients of 
the intestine, and these alterations may affect the 
whole or part of the intestine. There is no reason to 
doubt that nervous stimuli reaching the bowel may 
produce such alterations. Alvarez has shown that 
any stimulation which raises the tonus, activity, or 
irritability of a segment of the bowel tends to slow 
the progress of waves and material approaching this 
segment on the oral side and to hurry the progress 
of material leaving it on the caudal side. The author 
believes that experimental and clinical evidence 
shows the converse to be equally true: that any 
stimulation which flattens or reverses the gradients 
of a segment of bowel tends to increase the activity 
of the segment on the oral side and depress it on the 
caudal side for a variable distance. This concept he 
terms the “flattened gradients theory of neurogenic 
ileus.’’ The local or general flattening of intestinal 
gradients, with its alterations in the motor function 
of the bowel, gives a satisfactory explanation of the 
mechanism of neurogenic ileus. This theory infers 
that the type of ileus, spastic or distensive, the ex- 
tent in length of the bowel involved, and the length 
of time the bowel remains in ileus are due to the 
stimulus and the condition of the bowel at the time 
of reception of the stimuli. 

Experimental studies were carried out to deter- 
mine the levels in the neuromuscular mechanism at 
which ileus may arise. Confirmation was obtained 
of the value of spinal analgesia in the release of 
neurogenic ileus which had been produced by iodine 
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irritation of the peritoneal surface of an area of bowel 
in anesthetized dogs. The next step was the attempt 
to induce neurogenic ileus in a dog while under spinal 
analgesia. It was found that the injection of several 
milliliters of methylated spirit between the leaves 
of the mesentery near the bowel margin produced a 
localized ileus in which the affected bowel distended 
and became filled with gas and led to a damming 
back of the intestinal contents on the oral side for 
varying periods up to several hours. In no case 
could the effect be attributed to any alteration in the 
vascular supply of the area. In cats the same pro- 
cedure carried out under intraperitoneal nembutal 
analgesia also leads to neurogenic ileus, but in young 
animals it is often of a spastic rather than of a dis- 
tensive type. These results have been confirmed in 
man. These observations lend support to the flat- 
tened-gradients theory of neurogenic ileus and also 
make it reasonable to suppose that so-called sympa- 
thetic inhibition of motor activity is not its only 
cause, but that ileus can arise from stimuli affecting 
the muscular or nervous mechanism of the bowel. 
The factors giving rise to neurogenic ileus in clini- 
cal practice are: traumatic, infective, toxemic, and 
idiopathic. Joun L. Lrnpgutst, M.D. 


Adams, R., and Miller, W. H.: The Surgical Treat- 
ment of Intestinal Tuberculosis. Surg. Clin. N. 
America, 1946, 26: 656. 

Among a series of 19 surgically treated cases of 
intestinal tuberculosis, closure of an abdominal fis- 
tula was done in 4 cases with recurrence in 3. 

Resection of the right colon with the formation of 
a Mikulicz ileotransverse colostomy and secondary 
closure was done in 7 cases. Four patients remained 
well from 9 months to 3% years later; 1 patient with 
coexisting carcinoma of the cecum died 2% years 
later of carcinomatosis; 1 in whom the intestinal 
tuberculosis was eliminated revealed progression of 
the pulmonary disease; and the last patient died 4 
years after operation with recurrence. 

Resection of the right colon with primary ileocolic 
anastomosis was done in 3 cases. There was 1 post- 
operative death. Two patients were well 3 months 
and 8 months after operation, respectively. 

Resection of involved segments of the small in- 
testine with primary side-to-side anastomosis was 
accomplished in 2 cases and resulted in recession of 
the symptoms for a year. 

Two side-tracking ileotransverse colostomies 
were done. One patient died 12 days after operation 
and 1 survived 9 months. 

Resection of the sigmoid and a painful associated 
abscess, with establishment of a permanent colos- 
tomy, was accomplished in 1 case. The pain was re- 
lieved but perineal drainage has persisted for 2 years. 

The authors conclude that tuberculous fistulas 
rarely can be successfully closed in the presence of 
active intestinal tuberculosis. A diversional colos- 
tomy should be maintained until the tuberculous 
process has remained quiescent for at least a year. 
When there is difficulty in determining the extent of 


involvement in the right colon, an ileotransverse 
colostomy of the Mikulicz type with secondary 
closure is less hazardous than a primary anastomosis. 
Any coexisting active pulmonary lesion should be 
arrested before an abdominal operation for intestinal 
tuberculosis is attempted for patients with acute 
obstruction, internal perforation, or carcinoma. 
EDWARD W. Grsss, M.D. 


Baker, H. L., and Halley, H.: Neurofibroma of the 
Small Intestine with Massive Hemorrhage. 
Ann. Surg., 1946, 123: 1067. 

Benign tumors of the small intestine are compara- 
tively rare. The most common are lipomas, adeno- 
mas, hemangiomas, pancreatic rests, cysts, and 
fibromas. Of these, the fibroma is the rarest. 

Two cases of neurofibroma of the small intestine 
are reported. They were pedunculated in type, and 
caused very severe intestinal hemorrhage. 

The prefix “neuro’”’ used in the term neurofibroma 
implies a special origin to what is otherwise an essen- 
tially fibrous type of neoplasm. The cell concerned 
is either from the sheath cell about a nerve fiber, or 
the fibroblast of the delicate framework of connec- 
tive tissue supporting the nerve fibers. The cells 
composing these neurofibromas appear and act more 
like fibroblasts, their presence being associated with 
the production of fibrils of reticulum and relatively 
sparse fibrils of collagen. These cells also resemble 
smooth muscle cells, not only individually but in 
their tendency to form interlacing bundles of paral- 
lel cells. Therefore, there is a group of similar neo- 
plasms of three different types: the fibroma, arising 
from the ordinary fibroblasts; the neurofibroma, 
arising from a special fibroblastlike cell associated 
with nerve fibers; and the leiomyoma and leiomyo- 
fibroma, arising from smooth muscle cells alone or 
together with the ordinary fibroblasts. 

The demonstration of the point of origin of any 
particular tumor, as in the 2 cases reported, is often 
impossible, because of alterations resulting from the 
growth and size of the tumor when it makes itself 
clinically apparent. Grossly, a neurofibroma in the 
small intestine is an encapsulated tumor of variable 
size and slow in growth, which will produce symp- 
toms which depend on the level at which it occurs, 
the degree to which it extends into the lumen, and 
its susceptibility to hemorrhage. 

Since benign tumors have been observed most 
frequently in the ileum and duodenum, these por- 
tions of the small intestine should be first examined 
when an exploratory celiotomy is done. The tumors 
may occur at any point on the circumference of the 
intestine, so as to be either antimesenteric or to ex- 
tend into the mesentery. If the tumor is peduncu- 
lated, there is a predisposition to intussusception 
with acute obstruction in a patient previously well. 
The common cause of intussusception in an adult is a 
benign tumor. The existence of a pedicle allows the 
ready removal of the tumor; natural processes, how- 
ever, may result in spontaneous amputation, with 
the possibility of obstruction at some lower level. 





564 


The tendency toward bleeding, often pronounced 
in benign tumors of the duodenum, is associated 
with the vascularity of the mucosa and of the tumor, 
with changes in the lining, such as pressure atrophy 
or ulceration, or with ischemic necrosis of the tumor. 
Predisposition to hemorrhage occurs with the dis- 
seminated focal necrosis incident to scattered 
thrombi in the small vessels. 

Exclusive of other factors, the prognosis is favor- 
able. In the literature examined, no recurrences 
have been reported. In patients with severe intes- 
tinal hemorrhage, especially when bright red blood 
appears in the stool, and in whom the etiological 
factor is doubtful, the possibility of the existence of 
a benign tumor of the small intestine should be con- 
sidered, and a search made for its presence. 

SAMUEL Kaun, M.D. 


Lahey, F. H.: A Discussion of the Modified Mikulicz 
Operation for Carcinoma of the Colon and Its 
Technique. Surg. Clin. N. America, 1946, 26: 610. 


The author describes his modification of the 
Mikulicz operation, which is as radical as, if not 
more radical than, the most primary resections with 
anastomosis. The method presents no limitations 
as to the extent of colon or mesentery which can be 
removed and is applicable to any segment of the 
colon down to the lower sigmoid. It is possible to 
decompress the bowel as soon as the operation is 
completed. In the author’s hands the operability 
rate has been 83 per cent and mortality 2.7 per cent. 

The author has employed his procedure in cases of 
ulcerative colitis (segmental in character), regional 
ileitis, polyposis, and carcinoma of the colon. The 
method offers the opportunity to examine the re- 
maining loops of the bowel with the endoscope for 
the possibility of adjacent polyps. 

A palliative resection forms a contraindication to 
the author’s method because the latter complicates 
and makes less satisfactory the limited period of 
time available to the patient. For that reason, in 
this type of palliative operation he has always em- 
ployed anastomosis of the ileum to that portion of 
the colon beyond its resected segment. 

The Mikulicz operation is especially valuable in 
patients with fat mesenteries, with fatty epiploic 
appendages, or with diverticula, in whom an accurate 
end-to-end anastomosis of the colon is difficult. 

The operation is done through either a right or 
left rectus incision and never through the McBurney 
or midline incision. 

If great difficulty would be encountered in peri- 
tonealizing the right gutter region of the hepatic 
flexure, no attempt is made to do this. 

When the lesion is in the lower loop of the sigmoid 
where an inadequate amount of bowel tube remains 
below for the application of the modified Mikulicz 
procedure, the abdominosacral type of operation 
rather than any type of resection with pelvic anas- 
tomosis is to be preferred. 

The second stage closure of the Mikulicz operation 
has been too per cent successful as far as persistent 
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fistulas are concerned. A minimum time of 2 months 
should elapse before the second stage closure of the 
enterostomy is attempted. 

Joseru K. Narat, M.D. 


Sugarbaker, E. D.: Coincident Removal of Addi- 
tional Structures in Resections for Carcinoma 
of the Colon and Rectum. Ann. Surg., 1946, 
123: 1036. 

As a result of the tendency toward increasing 
radicalism in dealing with carcinomas of the large 
bowel, more frequent attempts are being made to 
remove tumors which have definitely invaded the 
adjacent structures, or are suspected of doing so. 

Forty-two such cases are presented, in which addi- 
tional organs were removed in order to accomplish 
the removal of a rectal or colonic cancer. The poorer 
general condition of these patients as well as the 
increased extent of the operations is reflected in an 
appreciably higher operative mortality. 

Justification for such procedures is found in the 
fact that 19 of 34 patients who survived the opera- 
tion are still living after considerable periods of 
time. SAMUEL Kaun, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Beavan, T. E. D., and Duncan, G. W.: Congenital 
Atresia of the Common Bile Duct. Brit. J. Surg , 
1946, 33: 378. 

The case of a 5 weeks old child with congenital 
atresia of the common bile duct is described. Chole- 
cystogastrostomy was performed with a successful 


outcome. This was the ninth successful case re- 
ported in the literature, and apparently the first in 
England. 

In this case the differential diagnosis was not dif- 
ficult. It was important to exclude icterus gravis 
neonatorum. The late onset of the jaundice, to- 
gether with the fact that the mother and child were 
both rhesus-positive, and the absence of an erythro- 
blastic picture in the blood film, ruled out icterus 
gravis neonatorum, the most important alternative. 
The presence of obstructive jaundice would not be 
conclusive evidence against this diagnosis, because 
in certain of the more severe cases of this disease, 
the blood destruction is so great that an obstructive 
jaundice is caused by the blocking of the bile ducts. 
Anemia may occur as a secondary manifestation in 
any infection; therefore it is not a helpful diagnostic 
feature. Congenital syphilis would only excep- 
tionally give rise to a severe jaundice; a mild degree 
of jaundice, coupled with hemorrhages, a rash, en- 
larged liver and spleen, and roentgenological changes 
in the long bones, would be expected. Acholuric 
jaundice rarely gives rise to severe jaundice of the 
obstructive type at such an early age; a mild jaun- 
dice with anemia and increased fragility and micro- 
spherocytosis are more commonly found. Physio- 
logical icterus does not really enter into the question 
as it clears up early and is not severe. Jaundice due 
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to sepsis is uncommon, and the severe constitutional 
disturbance and the presence of bile in the stools 
would exclude it. Infective hepatitis has not been 
reported in so young an infant. The long incubation 
period would at least make it unlikely to occur before 
the child was from 4 to 6 weeks old, unless the 
mother was also infected and then she would also 
become jaundiced. The Van den Bergh test would 
be biphasic. Obstruction by a mucus plug can only 
be diagnosed at operation, as it presents the same 
clinical picture. CHaARLEs Baron, M.D. 


Aldis, A. S.: Injuries to the Pancreas and Their 
Surgical Treatment. Brit. J. Surg., 1946, 33: 323- 


Injuries to the pancreas are uncommon. Most in- 
juries of the pancreas are associated with extensive 
injuries to other abdominal viscera, the liver, spleen, 
and stomach being most commonly involved, and 
thus they are often beyond the reach of surgical aid. 
However, the close apposition of the body of the 
pancreas to the unyielding body of the first lumbar 
vertebra makes it possible for the pancreas to be 
crushed, ruptured, or torn across in crush injuries 
of the upper abdomen, and especially if the trauma 
is a very sudden one which produces its effects before 
the abdominal musculature has had time to guard 
against the blow. In such cases the pancreas may be 
injured apart from any other viscus. The trauma 
which may give rise to injuries may be surprisingly 
slight and is often not sufficient to*produce any 
wounding or bruising of the parietes. This is probably 
a reflection of the flaccid condition of the abdominal 
musculature at the time of the accident, which in 
itself made the injury possible. Such an injury may 
vary from complete rupture of the gland to simple 
bruising, and naturally the condition of the patient 
will vary accordingly. In the severe injuries with 
complete rupture there will be no doubt in the mind 
of the surgeon that laparotomy will be required, al- 
though no exact preoperative diagnosis can be made. 
In this connection attention may be drawn to the 
importance of shoulder-tip pain on the left side in in- 
juries to the pancreas which produce effusions into 
the lesser sac. 

Trauma may produce late results in the form of a 
cyst or pseudocyst of the pancreas. In all the re- 
ported series, cysts following inflammatory con- 
ditions of the pancreas are very much commoner in 
women than in men, being commonly associated 
with chronic cholecystitis and cholelithiasis; but 
those resulting from trauma occur more commonly in 
males, in association with the greater hazards of their 
occupations. 

All 3 of the cases reported in the present ar- 
ticle were in males. The time interval between the 
infliction of the trauma and the appearance of the 
cyst is quite variable, from a few days to more than 
a year, but many cysts seem to develop within a 
month or 6 weeks of the injury, and this period of 
time may be taken as typical. The pathological 
processes which lead to the formation of a cyst in 
such typical cases would appear to be as follows: 
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Bruising of the pancreas produces a hematoma be- 
neath the capsule into which the damaged pancreatic 
cells release their ferments. Fat necrosis is often seen 
in immediate operations upon pancreatic injuries. 
The trypsin in the juice, while normally inactive as 
secreted, becomes activated by contact with dam- 
aged and devitalized tissues and digests the clot, 
thus giving rise to further bleeding from the thin 
walled pancreatic vessels. This process is repeated 
and the cyst enlarges as a result of repeated hemor- 
rhages. The digestion may go on until the pancreatic 
duct is involved, when the size of the cyst will be 
rapidly increased by the admixture of pancreatic 
juice. 

No doubt there are many variations of this 
process and the cysts of rapid onset are probably due 
to rupture of the capsule of the pancreas, frank 
hemorrhage, and escape of pancreatic fluid into the 
lesser sac of the peritoneum. The characteristic 
swelling in the left hypochondrium may be easily 
seen as well as felt. Pancreatic cysts may extend in 
various directions, above the stomach, between the 
stomach and the colon, or downward behind the 
colon into the pelvis, but by far the most common 
are those between the stomach and colon, which 
produce the classical appearance of swelling in the 
epigastrium or left hypochondrium. 

Of the accessory methods for confirming the clin- 
ical diagnosis, the most consistently valuable is the 
barium meal roentgenographic examination, which 
will show a variety of deformations of the stomach 
or duodenum produced by the pressure of the large 
extragastric mass. 

Surgery holds out 3 possible and satisfactory 
forms of treatment for cysts of the pancreas. The 
three types of operation which have been advocated 
and applied are excision, marsupialization and drain- 
age, and primary anastomosis between the cyst and 
the stomach or small intestine. Of the first it may 
be said that, while the most radical, it is seldom prac- 
ticable for technical reasons. The second method has 
stood the test of time and experience and probably 
represents the standard procedure at the present 
day. It has the merits of being easy and of universal 
application, and in fully 80 per cent of cases it pro- 
duces a rapid cure of the condition. On the other 
hand, however, recurrences are by no means un- 
known, and in some cases in which there is major 
damage to the pancreatic duct or ducts the drainage 
of the cyst may be followed by the development of a 
troublesome and intractable pancreatic fistula, al- 
though in most cases the fistula will close spon- 
taneously in course of time. The third method is of 
more recent origin and has been introduced with a 
view to overcoming the objections which have been 
advanced to the method of treatment by marsupial- 
ization and drainage. It does not yet have the 
weight of experience behind it that marsupialization 
and drainage have, but so far as it has been tried it 
is probably the most satisfactory treatment that we 
have to date. Of the 7 cases reported in this article 
5 were treated by marsupialization, 1 by evacuation 
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of the cyst and closure of the abdomen, and 1 by 
anastomosis with the stomach over a rubber tube. 

Pancreatic fistulas raise many problems which 
have engaged the attention of a number of investi- 
gators and which may be summarized as follows: 
the volume and control of pancreatic secretion, the 
cause of death in fatal cases and of pancreatic as- 
thenia in less severe ones, the degree of importance 
of the external secretion of the pancreas to normal 
digestion, the enzymatic activity of pancreatic secre- 
tion, and the treatment of pancreatic fistulas. 

It is generally acceded that the pancreatic secre- 
tion is under the control of both nervous and hu- 
moral influences. The humoral control is effected by 
means of secretin which is liberated from the duo- 
denum in response to the discharge of the acid con- 
tents of the stomach into it. The secretin thus 
thrown into the blood stream stimulates the pan- 
creas to produce a large volume of secretion rich in 
sodium bicarbonate. Stimulation of the vagus, on 
the other hand, has a much smaller effect on the vol- 
ume secreted, but produces a fluid which is rich in 
digestive ferments. Thus it will be seen that the 
volume and alkalinity of the secretion are largely 
under humoral control while the digestive activity 
is under nervous control. The secretin mechanism 
contains within it the elements of an automatic reg- 
ulator or cut out, for the alkaline secretion poured 
out in response to the acid chyme entering the duo- 
denum rapidly brings about its neutralization and 
consequently the cessation of the stimulus. It is 
quite clear that in cases of fistula this automatic con- 
trol is rendered inoperative. The pancreas responds 
to the secretin stimulus, but the resultant flow of 
fluid does not reach the duodenum. 

The cause of death is not yet sufficiently clear and 
is almost certainly due to a number of contributory 
causes. The dehydration is an obvious factor. 
Human pancreatic fistulas may secrete up to 2,000 
c.c. (31% pints) of fluid in a day, which represents a 
very substantial fluid loss. In addition to this there 
is the fluid lost in the vomiting which is such a com- 
mon concomitant of the condition. This dehydra- 
tion is rapidly reflected in the sunken eyes and in- 
elastic skin of the sufferer. Pancreatic fluid contains 
an appreciable quantity of protein, albumin, and 
globulin, and this mounts up in the large volume 
secreted to produce a serious drain on the plasma 
proteins. Pancreatic fluid also is a markedly alka- 
line secretion—the pH of the specimen recorded was 
9. This alkalinity is due to the high sodium bi- 
carbonate content, and it might be that such a con- 
stant drain in alkali would produce a significant 
acidosis. While there is no doubt that it does cause 
some acidosis, the effect should not be overestimated. 
In the first place this is counterbalanced to some ex- 
tent by the frequent concomitant vomiting, and also 
there is evidence to show that much of the bicarbon- 
ate is produced locally in the pancreas as a product 
of the metabolism of its cells and is not derived from 
ihe blood. This is in keeping with the surprisingly 
slight changes in blood chemistry which have been 
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repeatedly reported even in patients who were grave- 
ly ill. However, while the blood chemistry changes 
are slight and may be masked by the concentration 
of the blood, this does not mean that such changes 
which are present are not very important. This dis- 
cussion of blood chemistry may seem to be unduly 
academic, but at least it has an important practical 
significance as it emphasizes the importance of main- 
taining the fluid and sodium reserves of the body in 
all such cases. While there is no doubt that the 
main factors contributing to the mortality and mor- 
bidity of pancreatic fistulas are the anhydremia and 
blood changes outlined, there remains an uneasy 
feeling that this is not perhaps the whole story. 

The pancreas has been successfully extirpated in 
the human being without impairment of the diges- 
tion, and it may well be asked whether the external 
secretion is of any vital importance in the digestive 
processes. The occurrence of fatty diarrhea in cases 
of pancreatic fistula and other pancreatic diseases is 
quite inconstant and apparently quite capricious, 
being unrelated to the severity of the condition 
(some cases of partial fistula have severe steatorrhea, 
while other cases of total fistula have no such symp- 
toms). Probably in most people the succus entericus 
together with the bile is quite capable of carrying on 
the digestive process to completion if the pan- 
creatic juice is wanting, and thus we have but an- 
other example of the prodigality with which the body 
is supplied with alternative mechanisms to take the 
place of any which may be temporarily or per- 
manently put out of action. No doubt, however, 
there are some individuals who are not able to com- 
pensate for the loss of pancreatic secretion, and in 
these the withdrawal of this fluid represents an ir- 
reparable loss resulting in serious digestive impair- 
ment. 

Eighty per cent of such fistulas close spontaneous- 
ly in due course, and such closure has been noted 
even up to a year after the fistula has been estab- 
lished. Treatment in the first instance should, 
therefore, be conservative and should be directed 
toward: (1) the restoration and maintenance of fluid 
requirements and normal blood chemistry, (2) the 
protection of the wound when digestive activity is 
a feature of the condition, and (3) diminution in the 
volume of the secretion to encourage closure. The 
second is often no problem at all, but if digestion 
of the wound is troublesome probably the best 
method of treatment is that devised by Caryl Potter 
(1929) for the treatment of duodenal fistulas. This 
is based on the fact that trypsin is only active in an 
alkaline medium, and the method consists in irri- 
gating the wound with a continuous drip of N/1o 
hydrochloric acid and dressing it with gauze soaked 
in 10 per cent Witte’s peptone to absorb any tryptic 
activity which may still be left. Less severe cases 
can be satisfactorily handled by protection of the 
skin with liberal applications of vaseline or aluminum 
paste. The third objective of conservative treat- 
ment, namely, to diminish the secretion in order to 
favor closure of the fistula, may be conveniently 
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discussed under the headings: (1) diet, (2) drugs, 
and (3) other measures. Since the volume of the 
secretion is largely governed by the secretin mechan- 
ism, which is in turn dependent upon the motility 
of the stomach and the acidity of its contents, any 
measures which will lessen these might be expected 
to bring about a reduction in the volume of secretion. 
Wohlgemuth instituted his dietary regimen for 
pancreatic fistulas and this has remained the stand- 
ard since his day. His method was briefly to give a 
high fat, low carbohydrate diet together with plen- 
tiful doses of sodium bicarbonate and atropine, all 
of which measures are designed to diminish gastric 
acidity and motility. Many have reported favorably 
on this regime, but more recent and accurate meas- 
urements in the human being have cast some doubt 
on its effectiveness. With regard to drugs, ephedrine 
appears to be the most satisfactory for clinical use. 
Chere are other drugs, as for example physostigmin, 
which have a greater effect in diminishing the pan- 
creatic secretion, but they all have unpleasant side 
reactions of one sort or another which make them 
undesirable for clinical use. Some writers have re- 
ported favorably on the effect of deep x-ray therapy 
in diminishing the pancreatic secretion and producing 
closure of fistulas, but the consensus of opinion among 
most recent writers who have tried it is that it has 
little or no effect, and the same may be said for the 
use of sclerosing fluids injected into the fistula. 
Surgery should not be considered for at least 6 
months if the patient’s health is not being impaired 
by the fistula, as many fistulas have closed after 
several months. If surgery is deemed advisable, the 
fistula may be dissected out and implanted into an 
adjacent viscus; the stomach, gall bladder, and 
jejunum have all been used for this purpose. Of 
these, the stomach has found most favor and has 
much to commend it because of its accessibility and 
the fact that the tryptic activity of the juice which 
might digest the suture line is immediately destroyed 
by contact with the acid secretion of the stomach. 
No untoward effects upon the digestive processes 
have been observed. However, “‘prevention is better 
than cure” in surgery as in medicine, and the fact 
that most pancreatic fistulas follow upon the drain- 
age of pancreatic cysts must compel the question as 
to whether primary anastomosis of pancreatic cysts 
should not replace marsupialization and drainage as 
the standard treatment for pancreatic cysts. 
CHARLES Baron, M.D. 


Sacharow, G. P., and Rossysky, D. M.: The Treat- 
ment of Diabetes Mellitus without Insulin. 
Vrachebnoe Delo, 1946, 1, 2: 39. 


Despite the universally well known treatment of 
diabetes mellitus with insulin, the possibility of in- 
fluencing this condition favorably by other means 
should not be ignored. For the past 10 years the 
authors have been using, in the place of insulin, a 
special cytotoxic serum prepared from the pancre- 
atic glands of animals which have been previously 
immunized against extracts of the human pancreas 
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procured from fresh corpses. This preparation is in- 
jected into the diabetic patient in small doses, in 
courses of from 20 to 30 injections and at intervals 
depending more or less upon the reactive capacity 
of the patient. At first these injections were in- 
tended as a means of stimulating the islands of 
Langerhans; but since ameliorating effects were 
noted dn depancreatized experimental animals, the 
question came up as to whether the effect might not 
be exerted more generally on the entire substratum 
of the disease. Since there is a hypophyseal form of 
hyperglycemia and glycosuria the authors admit the 
possibility that the effect of their preparation might 
be procured indirectly by way of the hypophysis or 
other body glands (cortex of the suprarenals). It is 
also admitted that there is a reasonable basis for the 
fear that a stimulating influence on the islands of 
Langerhans, which are already diseased, might re- 
sult in their eventual exhaustion; however, this ex- 
pectation has not as yet been borne out in practice. 

Although the authors do not as yet have data on 
their patients covering a sufficient period of time to 
justify giving individual case reports, they have ob- 
served a lowering of the hyperglycemia and glyco- 
suria with their preparation, which has been similar 
to that obtained with insulin and the effects have 
been even more enduring. In fact they have had 2 
patients under observation for 8 years who have not 
received either their preparation or insulin for the 
past 5 years, the original amelioration having lasted 
up to the present. 

In any event, the authors believe that the time is 
now ripe for the profession to devote its attention to 
the possibilities inherent in the new methods of 
treatment of diabetes mellitus, and recommend that 
the problems involved be studied in the larger in- 
stitutions. Joun W. BRENNAN, M.D. 


Pompen, A. W. M., Jansen, C. A. L., and Dhont, J.: 
Adenoma of the Islets of Langerhans and Preg- 
nancy. Acta med. scand., 1946, 124: 334. 


The authors report the case of a 35 year old 
woman who developed symptoms of hyperinsulinism 
13 days after confinement in her second pregnancy. 
There were repeated attacks of loss of consciousness 
frequently in the early afternoon and also in the 
early morning. The attacks were accompanied by 
profuse perspiration and salivation. The blood 
sugar levels during attacks varied from 50 to 60 
mgm. per cent and the attacks responded to the 
intravenous injection of dextrose solution. A pro- 
visional diagnosis of hypoglycemia during lactation 
was made and lactation was brought to an end. 
However, significant improvement did not occur 
when lactation ceased. After the patient returned 
home there was little improvement for a long time, 
but halfway through the third pregnancy distinct 
improvement occurred. Nine days after delivery the 
hypoglycemic attacks occurred more severely than 
following the second delivery. 

A diagnosis of a hypoglycemic state due to an islet 
cell tumor of the pancreas was made. Such a tumor 





568 INTERNATIONAL ABSTRACTS OF SURGERY 


was found in the head of the pancreas and was re- 
moved. Since removal of the tumor there has been 
no recurrence of the hypoglycemic state. The pa- 
tient subsequently went through a pregnancy and 
the child, though normally developed, was born 
dead. Following this delivery there was no return of 
the symptoms. Eart O. Latimer, M.D. 


MISCELLANEOUS 


Harvey, E. N., Whiteley, A. H., Grundfest, H., and 
MeMillen, J. H.: Piezoelectric Crystal Measure- 
ments of Pressure Changes in the Abdomen of 
Deeply Anesthetized Animals during Passage 
of a High Velocity Missile. Mil. Surgeon, 1946, 
98: 509. 

Rapid pressure changes accompany the passage of 
a high-velocity missile through the body. Shock 
arises when the missile strikes tissue; a high pressure 
exists on the face of the moving missile; and, finally, 
there are pressure changes which accompany the 
formation and pulsation of the temporary cavity be- 
hind the missile. In order to measure accurately 
these pressure changes in small animals, it is neces- 
sary to use a recording device of small size the 
presence of which will not greatly disturb the pres- 
sure gradient. It is also essential that the response 
of the pressure gauge be instantaneous, since some 
of the pressure changes must be measured in micro- 
seconds. For this purpose the tourmaline piezo- 
electric gauge is ideal. 

To measure pressures in the body the tourmaline 
crystal gauge is placed in the stomach of a deeply 
anesthetized cat, which is then shot through the 
lower part of the abdomen. With the development 
of hydrostatic pressure, electric charges which are 
proportional to the pressure appear on the tourmal- 
ine surface. The charges are amplified and applied 
to the vertical plates of the cathode ray oscillo- 
scope with a single horizontal sweep to record the 
time axis. The fluorescent trace of the electron beam 
on the face of the tube is then photographed with 
a wide aperture lens on Super XX panchromatic film. 

The pressure changes during the passage of a 
high-velocity missile through the abdomen of a deep- 
ly anesthetized cat have been correlated with events 
in the body by microsecond roentgenograms and 
high speed motion pictures. Positive pressures of 
hundreds of pounds per square inch, lasting a few 
microseconds, result from the shock wave which 
arises when a missile strikes the body wall. This 
wave then travels through tissue with a velocity of 
approximately 4,800 feet per second. The shock 
wave may be reflected from air pockets, bone, or tis- 
sue surfaces. A new shock wave will also form when- 
ever the missile traverses a gas pocket. No charac- 
teristic shock wave pressure pattern is produced, 
but each animal will differ, according to the gas dis- 
tribution in the alimentary tract and the course of 
the missile. A series of pressure responses have 
also been recorded by a crystal gauge in the stomach 
during a shot through the thigh of a cat. 


Slow pressure changes, measured in tens of pounds 
per square inch and in milliseconds, follow the shock 
wave pressures after a shot through the abdomen. 
They are connected with the temporary cavity be- 
hind the missile. With the expansion of this cavity, 
a subatmospheric pressure develops that becomes 
positive as the cavity collapses. Then two small 
pressure oscillations occur. 

Microsecond roentgenograms show no second ex- 
pansion after the collapse of the cavity, although 
vigorous abdominal movements occur. The cavity 
is believed to consist almost entirely of water vapor, 
which collapses completely, except for a few pockets 
of gas responsible for the two small pressure oscil- 
lations measured above. Pressure records, micro- 
second roentgenograms, frames from motion pictures, 
and spark shadowgrams of shock waves in water 
illustrate the findings. Joun L. Lrinpqutst, M.D. 


Gillis, L.: Hernia through the Foramen of Win- 
slow. Lancet, Lond., 1946, 2: 48. 


Hernia through the foramen of Winslow is rare and 
has a very high mortality. It occurs in two forms: 
in one the hernia passes into the foramen of Winslow 
and remains in the lesser sac and in the other it re- 
enters the peritoneal cavity through the gastrohe- 
patic omentum. Either the small intestine or the 
large intestine may enter the foramen of Winslow. 

The present case may throw some light on both 
the predisposing factors and the anomalies which 
are said to exist. 

A rigger, aged 41, was admitted to the hospital 
with a history that he had been seized with a sudden 
severe pain in the epigastrium while at stool. The pain 
was sharp and continuous, did not radiate, and had 
not altered in character since its onset. He had 
vomited 4 times before admission. 

On examination he was in a severe state of shock 
and obviously in great pain. There was tenderness 
in the epigastrium and some guarding, but no rigid- 
ity. Acute intestinal obstruction or perforation was 
tentatively diagnosed. 

Under general anesthesia the patient was oper- 
ated on. The peritoneal cavity was opened through 
a midline incision. There was some bloodstained 
fluid present in the peritoneal cavity. No perforation 
could be found, but there was an unusual band run- 
ning across the posterior abdominal wall, toward the 
right hypochondrium. This consisted of small in- 
testine with its mesentery. As this was abnormal 
anatomically, the question arose whether this was 
not some form of transposition of the viscera. Fur 
ther investigation showed that it was an internal 
hernia into the foramen of Winslow. 

The bowel could be coaxed back into the greater 
sac by stretching the foramen of Winslow with the 
fingers, by pressure on the gastrohepatic omentum, 
and by gentle traction on the entering loop. 

The loop, when reduced, was found to be about 18 
inches of jejunum; it was purple and frayed but not 
devitalized. The proximal loops were distended, and 
the distal loops were collapsed. Resuscitative meas- 
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ures with warm towels improved the condition of 
the bowel, except for an area about the size of a 
shilling in the mesentery. 

The patient made an uninterrupted recovery and 
is quite well to date. 

The history of sudden pain while at stool suggests 
that the increase of intra-abdominal pressure al- 
lowed the small intestine, attached to an abnormally 
long mesentery, to be driven into the foramen of 
Winslow. Harry W. Fryx, M.D. 


Hamilton, I., and Hardy, J. E. S.: Hernia through 
the Foramen of Winslow Emerging through the 
Gastrohepatic Omentum. Med. J. Australia, 
1946, 1: 805. 

A 29 year old male fitter in good health previously 
was seized suddenly with agonizing pain and attacks 
of vomiting. His temperature was normal but his 
pulse was only 52 per minute. The initial diagnosis 
was ruptured peptic ulcer, which because of a change 
in symptoms was later changed to obstruction of the 
small bowel and more specifically to strangulation of 
an internal hernia. 

At operation, 21 hours after the onset, through an 
upper abdominal paramedian incision on the right 
side and after displacement of the rectus laterally, 


coils of dark blue, distended small gut could bc seen, 
and a considerable amount of hemorrhagic serous ef 
fusion continued to well into the wound. The dis- 
tended loops were traced upward and downward, 
and it became obvious that both limits of the bowel 
disappeared upward between the stomach and liver. 
On further investigation it was discovered that the 
coils passed through a rent in the lesser omentum in- 
to the lesser sac. With retractors and packs the fora- 
men of Winslow was sought, and it was discovered 
that two coils of gut passed through the opening. 
Attempts to reduce these failed at first, but after dig- 
ital dilatation of the foramen the gut could be extri- 
cated from the lesser sac and returned to its rightful 
position. About 314 feet of small bowel had been in- 
volved, the involvement extending downward from 
about 3 feet from the duodenojejunal flexure. Both 
afferent and efferent loops were constricted at the for- 
amen. The congested gut was delivered and wrapped 
in moist, warm saline packs, and the lesser omen- 
tum was inspected. An oval hole, about 2% inches 
by 1% inches was seen. This was sutured with cat- 
gut. The small bowel was returned to the abdomen 
and the wound was sutured in layers. 

The postoperative course was stormy but the pa- 
tient made a good recovery, Harry W. Fink, M.D. 
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Kahanpii, V.: The Pathogenesis of Ovarian Endo- 
metriosis (Ueber die Pathogenese der Ovarialendo- 
metriose). Acta obst. gyn. scand., 1946, 26: 139. 


Although the implantation theory of endometri- 
osis proposed by Sampson is rather widely accepted 
at the present time, there is still controversy con- 
cerning the mechanism of implantation and the 
pathogenesis of hemorrhagic cysts of the ovary. The 
author studied histological preparations of operative 
specimens in 6 cases of ovarian endometriosis and 
hemorrhagic cysts obtained at the Women’s Clinic 
in Helsinki. Serial sections were not made but 
samples of tissue were taken from each ovary and 
cyst and stained with hematoxylin van Gieson stain. 
The case histories, operative findings, and significant 
photomicrographs are presented. 

Typical endometrial tissue was found both in 
proximity to and at a distance from the hemorrhagic 
cysts. Likewise, typical endometrial tissue was 
found on the surface of, and penetrating deeply into, 
the ovarian tissue. One specimen, removed at the 
beginning of menstruation, presented the appearance 
of a hemorrhagic cyst in the process of early devel- 
opment, the cyst cavity containing epithelium, blood, 
and secretion. In several instances a new observa- 
tion was made, namely, that primary endometriosis 
implantation may occur in the corpus luteum. 

The observations made in this study are thorough- 
ly in accord with Sampson’s theory concerning the 
origin of ovarian endometriosis and the gradual de- 
velopment of hemorrhagic cysts from the endomet- 
rial tissue. It appears that primary implantation in 
the ovary may occur in a recently ruptured follicle 
or a young corpus luteum. The rupture of the fol- 
licle provides a break in the tunica albuginea, while 
the local blood imbibition of the tissues and the un- 
even surface favors the implantation and develop- 
ment of the endometrial fragment in the new site. 

With respect to the viability of endometrial frag- 
ments arriving at the ovary, it is probable that these 
fragments do not originate from the uterine mucosa 
during menstruation, but rather that they are de- 
rived from tubal endometrium during the menstru- 
ation interval, as suggested by Philipp and Huber. 
Following primary implantation in the ovary, propa- 
gation may occur by direct growth in continuity, or 
secondary implantation may occur from rupture of 
hemorrhagic cysts during the menstruation interval. 

Joun L. Linpautst, M.D. 


Gianaroli, L.: A Contribution to the Problem of 
Serological Diagnosis of Cancer of the Uterus 
(Contributo allo studio della diagnosi sierologica del 
cancro dell’utero). Riv. ital. gin., 1943, 26: 429. 


The method of Hirszfeld and Halber (with minor 
modifications) was utilized for serological diagnosis 


in a series of 56 cases of uterine or vaginal carcinoma, 
and a control group of go cases. The antigen was 
prepared from known carcinomatous tissue by al- 
coholic extraction, in several dilutions. Fresh guinea 
pig serum was employed as complement. Another 
method of diagnosis was accomplished with the use 
of rams’ red cells with a specified hemolysin. The 
quantities and technique were those commonly 
adopted for the Wassermann reaction. Readings 
were taken at 12 and 24 hours. 

Of the experimental group, 24 patients gave 
strongly positive reactions, 23 positive, and 9 weakly 
positive. The reactions of 84 of the control group 
were negative. Although these results are more con- 
sistent than those obtained by other methods, the 
specificity of the complement fixation method is not 
established. , 

In view of the small incidence of positive reactions 
among the.control group, however, the usefulness of 
the method is demonstrated, if not for the discovery 
of early lesions, at least as corroborative evidence in 
cases of doubtful lesions. 

Epiru B. FarNswortuH, M.D. 


Ayre, J. E.: Vaginal and Cervical Cytology in Uter- 
ine Cancer Diagnosis. Am. J. Obst., 1946, 51: 743. 


This report consists of an analysis of 100 cases of 
genital malignancy studied in the Gynecologic 
Cytology Division of the Royal Victoria Hospital. 
Excellent colored photomicrographs of representa- 
tive cases are presented. 

In the 100 cases giving a tissue diagnosis of malig- 
nancy, the cytology smears showed an average error 
of 6 per cent. Smears taken routinely from the 
external cervical os have been found to be more 
reliable for diagnosis than vaginal smears. An in- 
teresting observation was that many of the cases of 
malignancy in the postmenopausal age group 
showed evidence of associated estrogenic activity. 

The smear technique has been shown to be of 
value in detecting cancer at an early stage. It has 
proved helpful too in benign cases simulating malig- 
nancy clinically. Negative cell smears in such cases 
have been proved correct by biopsy. The method 
has also been found to be of value in assessing radia- 
tion therapy. 

A new technique, the centrifuge cytology tech- 
nique, is presented briefly with illustrations. 

EpwaArp L. CorNnELL, M.D. 


Fremont-Smith, M., Meigs, J. V., Graham, R. M., 
and Gilbert, H. H.: Cancer of the Endome- 
trium. J. Am. M. Ass., 1946, 141: 805. 


The authors present a case treated with large 
amounts of estrogenic substance almost continuously 
for 8 years with a final diagnosis of carcinoma of the 
endometrium. They found atrophic vaginal epi- 
thelium after estrogen was withdrawn, and supposed 
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that the patient was producing little or no estrogen, 
but after the administration of extrinsic estrogens 
she developed endometrial cancer. 

They reviewed the literature in regard to the re- 
lationships between estrogens and cancer of the 
breast, and cancer of the endometrium. In regard to 
the first relationship, it was noted that when Lacas- 
sagne gave diethylstilbestrol, chemically unrelated 
to the natural estrogens, to male mice it caused 
cancer. All authors agree that in addition to estro- 
genic stimulation of the breast, two other factors are 
essential for the production of mammary cancer in 
mice; these are (1) a “‘milk factor’ and (2) a heredi- 
tary factor. There have been several reports of 
cancer of the breast which occurred in women under 
estrogen therapy. In regard to the relationship be- 
tween estrogens and cancer of the endometrium, it 
is noted that no report of endometrial carcinoma in 
animals subjected to estrogen treatment has ap- 
peared, but cancer of the cervix has been produced 
by estrogens. 

In man, carcinoma developing on the basis of 
hyperplasia has been particularly observed by 
Novak and Yui. They found hyperplasia in 25 of 
104 cases of endometrial cancer. Randall believes 
that when postmenopausal bleeding occurs, the 
woman who has experienced menorrhagia during the 
climacterium presents a 314 times greater chance of 
having adenocarcinoma of the uterus than does one 
who has had no excessive bleeding during this 
period. CATHERINE B. Hess, M.D. 


EXTERNAL GENITALIA 


Siegler, S. L.: A New Method of Treatment for 
Vaginitis and Cervicitis. Am. J.Obst., 1946, 52: 1. 


A new antivaginitis sulfathiazole polyethylene 
glycol acid jelly is described. The jelly is nonirritat- 
ing, nonstaining, and of an agreeable odor. It 
spreads over the cervical and vaginal surfaces and is 
completely soluble in the secretions. It does not 
easily leak out of the vagina unless the discharge is 
profuse. It has a mild but definite astringent effect 
on the vaginal mucosa. 

Use of the jelly has resulted in excellent control of 
vaginitis of trichomonal, monilial, gonococcal, and 
nonspecific origin in 93 per cent of the cases ob- 
served, and in permanent cure in 83 per cent. Use 
of the jelly alone has given good results in the man- 
agement of cervical infections in 22 per cent of the 
cases treated. 

The period of convalescence can be markedly 
shortened, and annoying symptoms reduced by use 
of the jelly before and after such procedures as 
conization, coagulation, cauterization, plastic re- 
pair, and other intravaginal surgery. Healing was 
complete within an average time of 5 weeks with a 
minimum of sequelae. The convenience and sim- 
plicity of the single dose disposable paper applicator 
facilitates intravaginal medication both in the office 
and in the patient’s home. 

EpwWARp L. CornELL, M.D. 


MISCELLANEOUS 


Deter, R. L., Caldwell, G. T., and Folsom, A. I.: 
A Clinical and Pathological Study of the Poste- 
rior Female Urethra. J. Urol., Balt., 1946, 55: 
651. 

The purpose of this study by the authors was to 
emphasize the importance of the glandular struc- 
tures encountered in the posterior female urethra. 
We have very meager knowledge of the embryology 
of the female urethra. According to Evatt, the fe- 
male urethra is the counterpart of the whole pros- 
tatic urethra in the male. Histologically, glands 
were found in 92 per cent of the urethras studied. 
The main characteristic of these glands was that 
they appeared to be tubular glands and compound 
tubular glands. The closer to the bladder the sec- 
tions were taken, the greater was the number of 
glands that were seen. In 100 per cent of the speci- 
mens showing glands their location was found to be 
on the lateral and posterior surfaces. 

The symptoms of posterior urethral disturbances 
were frequency, more diurnal than nocturnal, and 
bladder irritability. Cystoscopic examination shows 
intense redness of the mucous membrane with small 
elevated areas which appear to be cystic and give 
the urethra a granular appearance. 

These studies lend support to the opinion of some 
urologists that the pathological changes which take 
place in the posterior female urethra are produced by 
infection in the posterior urethral glands. It is also 
believed that the hormones play some part in the 
etiology. These changes are frequently found just 


preceding or just after the onset of puberty, in post- 
nuptial cases, in pregnancy, and at or after the 


menopause. CATHERINE B. HEss, M.D. 

Rauramo, M.: A Rapid and Easily Performed 
Method of Operation in Cases of Urinary In- 
continence (Au sujet d’une méthode d’ opération 
rapide et facile 4 pratiquer dans les cas d’incon- 
tinence urinaire). Acta obst. gyn. scand., 1946, 26: 1209. 


The author describes and illustrates a rapid and 
easily performed method of operation in cases of 
urinary incontinence. 

The procedure described is a modification of the 
operation published by Berkow in 1941 (Am. VJ. 
Obst., vol. 41). 

The author considers this method an improve- 
ment of the procedure of transplanting the urethral 
orifice as advocated by Pawlik, Dudley, and others. 

The essential point in the procedure consists in 
the careful detachment of the lower part of the 
urethra and its transplantation much higher, just 
beneath the clitoris, where it is fixed. In addition, the 
urethra is strengthened throughout its entire length 
by a supporting suture of the muscles of the uro- 
genital diaphragm, which recalls notably the pro- 
cedure of Opitz. Both Berkow and Burger (Zdl. 
Gyn., 1943), who modified the procedure, operated 
through a triangular incision, the apex of which was 
immediately beneath the clitoris and the lateral 
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Fig. 5 Fig. 6 


angles of which were slightly below and lateral to the 
urethral orifice. In this area the mucosa was re- 
moved except for the little collar left around the 
urethra (Fig. 1). 

The author has tried this method for about 2 years 
in several cases and the results seemed to be of such 
value that he wishes to call attention to this simple 
procedure. By virtue of his own experience, he mod- 
ified the operative procedure so that he no longer 
removes the triangular area of mucosa described, but 
makes a primary incision as shown in Figure 2. He 
makes a vertical incision which begins at a point 
just below the clitoris and then goes around on both 
sides of the urethral orifice in the form of a circle, 
continuing below in a straight line to a point as low 
as is necessary in each particular case. Through this 
incision the two edges of the wound are undermined 
to an adequate point, after which the detachment of 
the urethra can be done with care, so that no tension 
is exerted on the border of the surrounding mucosal 
collar. The urethral orifice with its collar is reunited 
to the mucosa just below the clitoris (Figs. 3 and 4). 
After the urethra has been transplanted as much of 
the mucosa as necessary is removed (Figs. 5, 6, and 
7). When a vaginal or uterine descensus (or a pro- 
lapsus) is present, associated with incontinence, the 
incision is prolonged in the usual manner to the cer- 
vix. The bladder which is exposed is elevated and 
the muscles of the urogenital diaphragm are sutured 


Fig. 7 


together. The anatomical condition, before the sup- 
porting suturing is done, presents the appearance of a 
figure 8. In its entirety, the operation is so minor 
that it can be performed without difficulty in young 
as well as in old patients. After operation, a small 
rubber catheter is placed in the urethra for 2 or 3 
days and then removed. 

To illustrate the usefulness of the operation, the 
author reports in detail a case treated by the method 
described. The patient, a woman of 50 years of age, 
had already had two operations according to the 
method of Martius without satisfactory results, but 
very satisfactory results were obtained by the 
author’s operation in this case. Although only 2 
years have elapsed since the operation, the patient is 
well and in a very happy condition. 

BLACKWELL MARKHAM, M.D. 


Blanchard, O.: The Value of the Smears from the 
Vaginal Secretion in Establishing the Differen- 
tial Diagnosis of the Ovarian Activity in Wom- 
en (Valor del extendido vaginal para el diagnés- 
tico de la actividad ovarica en la mujer). Obst. gin. 
lat. amer., B. Air., 1946, 4: 107. 


The author has found previous studies corrobo- 
rating his findings that the smears obtained from the 
vaginal secretion of women present changes which 
are related to the different phases of the menstrual 
period. He also found that it is possible that the 
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morphological aspect of the vaginal smears varies in 
different anomalies. 

The administration of several hormonal prepara- 
tions produces changes in the morphology of the 
smears and the authors believe that a dose for such 
therapeutic measures could be ascertained as the re- 
lation of the estrogens and androgens to the chang- 
es are quite definite and even characteristic. Irrita- 
tion, infections, or individual variations can change 
the aspect of the morphological elements of the 
secretion from the vagina. 

Wituiam E. Ricketts, M.D. 


Douay, E.: Pelvic Endometriosis. (Endométriose 
pelvienne). Rev. fr. gyn. obst., 1946, 41: 92. 


Stimulated by papers and discussions of endo- 
metriosis given at the recent French Congress of 
Surgeons, the author reviews his experiences with 
this disease. 

As to the pathogenesis of this disease, he leans to 
the migratory theory. According to this theory, 
uterine mucosal cells, especially at the time of men- 
struation, are capable of migrating from the uterus 
by way of the lymphatics, the blood vessels, and the 
reflux flow through the tubes to neighboring tissues 
and organs and into the peritoneal cavity. In cer- 
tain cases the uterine mucosal cells, having migrated 
by one of these routes, fix themselves in their new 
habitat, and grow and develop into endometriomas. 
In these cases, the author believes, the displaced 
uterine cells are given a peculiar vitality and are 
made to develop into endometriomas under the in- 
fluence of an abnormal activity of the ovary. Cas- 
tration, which arrests the development and permits 
the regression of endometrial tissues, exerts its effect 
on these tumors not so much by causing a cessation 
of menstruation (thereby removing the source of 
uterine transplants) as by removing the abnormal 
activity of the ovary, which (in certain cases) per- 
mits migratory uterine cells to develop into endo- 
metriomas. The author hints that the prime cause 
of the abnormal activity of the ovary may be due to 
a function of the hypophysis. 

Fourteen operative cases are reported in detail by 
the author. From his observation of these cases, he 
formulates his views as to the diagnosis and treat- 
ment of endometriomas. 

Endometrial dysmenorrhea is the most character- 
istic clinical sign of pelvic endometriosis. It gains its 
maximum intensity at the end of menstruation and 
is prolonged several days later. The pain is located 
at the site of the endometrial lesion, but it radiates 
throughout the pelvis, to the rectum, to the ovaries, 
to the lumbosacral region, the buttocks, and the 
perineum. It is due to the distention of the small 
cavities lined with uterine mucosa which undergo, at 
menstruation, the same catamenial modifications 
that the mucosa of the uterus undergoes. The blood, 
on finding no outlet, distends the endometrial cav- 
ities and causes pain which is more acute as the tissue 
surrounding the endometrioma is more dense. Dys- 
menorrhea is attimes violent and increases with each 
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menstrual period. In 8 of the 14 cases cited, this 
dysmenorrhea was present; it was associated with 
other causes of dysmenorrhea in 4 cases, and absent 
in 2 cases in which the tumor developed in pliable 
tissues more tolerant to distention. 

This dysmenorrhea can be differentiated from 
(1) that resulting from mechanical causes, e.g., sten 
osis of the cervix and displacements of the uterus, as 
dysmenorrhea in the latter cases is present at the 
beginning of menstruation; (2) that resulting from 
uterine colic due to the expulsion of clots and shreds 
of uterine mucosa, which is present only during the 
period; (3) that resulting from ovarian disease which 
is usually premenstrual; and (4) that resulting from 
acute inflammation of the adnexa, which is usually 
postmenstrual. 

Pelvic examination reveals the presence of con- 
ditions as cervical stenosis, uterine displacements, 
and adnexal disease. 

Sterility, habitually observed in endometriosis (2 
children in the 14 cases observed by the author) is 
not only due to tubular sterility but also to ovarian 
dysfunction. 

Functional troubles of the ovary have repercussion 
in the general condition of the patient, giving rise to 
irritability, fatigue, and emaciation. These disap- 
pear after operation. 

Vaginal examination in endometrioma of the pos- 
terior cul-de-sac reveals the presence of a hard retro- 
cecal mass adherent to the vaginal wall and very 
sensitive to palpation. 

Rectal examination reveals a tumor adherent to 
the rectum, while the overlying mucosa is pliable. 
No blood appears on the examining finger. 

In endometrioma in the region of the ovary, exam- 
ination reveals the presence of a fixed indurated mass 
painful on palpation. It can be differentiated from 
ectopic pregnancy in that the periods have con- 
tinued regularly, unaltered in character and abun- 
dance. Acute inflammation of the adnexa is ruled out 
as endometrioma is unaccompanied by fever and 
genital inflammations. Tuberculosis of the adnexa is 
the most difficult lesion to differentiate, because 
hardness of the lesion and slow and progressive de- 
velopment without a great amount of fever may be 
present in both conditions. 

In the region of the uterus, endometrioma re- 
sembles fibroma, but progressive development, in- 
efficacy of medical treatment, and extreme sensitive- 
ness on palpation favor endometrioma. 

Failure to make a diagnosis at the time of opera- 
tion is exceptional because (1) there is bloody liquid 
in the peritoneal cavity, often brownish and sticky; 
(2) the ovary, often polycystic, is adherent without 
signs of inflammation and the tubes are patent; 
(3) the detachment of adhesions of the ovary leads 
to the rupture of the bloody cysts; (4) there are re- 
sistant, fibrous cords with retraction and displace- 
ment of the mobile organs; (5) the endometrioma 
does not protrude above the surface of the peritoneum 
but forms an induration beneath it; and (6) there are 
little brown bodies, the size of a pinhead, in the peri- 
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toneum, which are the little bloody cysts character- 
istic of endometrioma. 

The following methods of treatment are listed: 
(1) hormonal treatment with testosterone, (2) cas- 
tration by means of x-rays or radium, (3) surgical 
castration, and (4) complete excision of the lesions. 
If the lesions are limited, operation wi!! be conserva- 
tive, and the ovarian and genital function will be 
retained. If the lesions are extensive, the operation 
will be radical—hysterectomy with castration. 

The method of treatment advised by the author is 
surgical intervention after a trial treatment with 
testosterone in moderate doses (from 80 to 100 mgm. 
monthly) over a relatively short period (3 months). 
If the painful crises persist and the tumor continues 
to grow, surgical intervention is indicated. 

Operation allows verification of the diagnosis, 
evaluation of the situation and extent of the endo- 
metrial lesions, reveals the presence of associated 
lesions, and allows an opportunity to act accordingly. 

One must be content to remove all that is easily 
removable. In general, total or subtotal hysterec- 
tomy with castration is performed if the woman is 
relatively old or near the time of the menopause. If 
the woman is young a fragment of healthy ovary, 
either in situ or as a graft in the labia majora, is nec- 
essary to prevent the discomforts of castration. An 
ovarian graft in the labia is more desirable for if it 
undergoes cystic degeneration or develops into an 
endometrioma, it can be removed easily under local 
anesthesia. If such conditions occur in the fragment 
of ovary left im situ, radiotherapy may be employed 
to suspend the abnormal ovarian activity. The vi- 


tality of the graft lasts from 6 months to 2 years. 
Hormonal therapy is used, if necessary, after the 
ovarian graft ceases to function. 
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Some of the extensions of the endometriomas are 
important from the surgical point of view. 

As the fibrous bands of endometrial tissue in- 
crease in size, they displace the mobile organs, dis- 
tort them, invade them, and disturb their function, 
e.g., invasion of the colon and the rectum. It is usu- 
ally possible to remove the tumor without wounding 
the invaded organ. 

The endometrial tumor has a tendency to encircle 
an organ, e.g., the ureter, deform it, and interfere 
with its function without invading its tissue. The 
tumor can often be removed without harming the 
ureter as its walls are usually intact. 

At the time of operation, the surgeon should re- 
move all endometrial lesions capable of producing 
subsequent trouble unless this would seriously inter- 
fere with the recovery of the patient. 

BLACKWELL MARKHAM, M.D. 


Mayo, S.: The High Peritonization in Gynecologi- 
cal Surgery (La peritonizacién alta en cirujia gi- 
necolégica). Sem. med., B. Air., 1946, 53: 509. 

The author has found that in Buenos Aires sur- 
geons performing high peritonization or walling off 
of the pelvis in gynecologic surgery obtain very good 
results. The suprapubic drainage used formerly is 
used only very occasionally at the present time. The 
author advises such a procedure when gynecologic 
exeresis is done and especially in cases in which there 
isa cancer of the uterus. High peritonization was done 
in 42 cases: for neoplasia of the neck of the uterus in 
24, for neoplasia of the body of the uterus in 4, for 
myoma with inflammation of the adnexa in 12, for 
myoma with endometriosis in 1 case, and for a cal- 
cified placenta in 1 case. 

Wicuram E. Ricketts, M.D. 





OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Ziskin, D. E., and Nesse, G. J.: Pregnancy Gingi- 
vitis: History, Classification, and Etiology. 
Am. J. Orthodont., 1946, 32: 390. 


Gingivitis occurs in from 50 to 70 per cent of 
pregnant women as compared with 15 to 18 per cent 
of nonpregnant women. The authors in an extended 
study, of which this article is a correlative summary, 
present a classification of pregnancy gingivitis and 
offer a concept of its etiology. 

The classification is based primarily on clinical 
observations made throughout pregnancy. Five 
major types of pregnancy gingivitis are distinguished 
clinically. They range from the commonest form 
characterized by bleeding from the gums to the so- 
called “‘pregnancy tumor.”’ This classification repre- 
sents the progressive changes in pregnancy, so more 
than one type may be present in the same case. The 
microscopic changes in biopsies from several hun- 
dred cases of pregnancy gingivitis are essentially the 
same. In the gingivae and oral mucous membranes 
during pregnancy there is a loss of surface keratin, 
hydropic alteration of the stratum spinosum, hyper- 
plasia of the stratum germinativum, and inflamma- 
tory changes in the lamina propria. 

In collecting evidence for the probable etiology of 
pregnancy gingivitis the authors have considered the 
general physiological changes in pregnancy, with 
special attention to the established interrelation- 
ships of endocrine and metabolic functions. This in- 
cludes a consideration of the action of the hypophy- 
sis, the thyroid, the adrenal cortex, the ovaries, the 
placenta, and the vitamins. The changes that other 
glandular imbalances may produce in the gingivae 
have been noted, and in this connection the effects of 
hormonal administration on the gingivae of Rhesus 
monkeys are mentioned. 

It appears that the immediate cause of the gin- 
gival changes is a diminished utilization of estrogen 
or a modification of estrogen metabolism. The fol- 
lowing possibilities are set forth: 

1. Estrogen during pregnancy is present in bound, 
inactive form, so that it may not be available to the 
gingivae to the expected extent, and hence does not 
have the usual beneficial effect on the gingivae. 

2. There may be a reduced ability of the oral 
tissues to utilize the available estrogen because of 
the increased amounts and modifying effect of pro- 
gesterone. 

3. The large amounts of chorionic gonadotropin 
may affect the gingivae directly or indirectly. 

4. The increased activity of the thyroid and the 
adrenal cortex may modify the effect of available 
estrogen on the gingivae. 

5. Nutritional factors may alter the amount of 
endogenous estrogens available for the gingivae. 

L. James Ta.sot, M.D. 


Parviainen, S.: The Frequency of Nephrogestosis 
during the Years of War (Fréquence de la néphro- 
gestose pendant les années de guerre). Acta obst. 
gyn. scand., 1946, 26: 174. 


The frequency of nephrogestosis markedly dimini- 
shes during the years of war. Restrictions of diet, 
necessitated by the emergency of war, are considered 
to be the cause of this diminution. 

The frequency of nephrogestosis was studied by 
the author in 2 localities, Helsinki and Turku, for the 
period from 1935 to 1944. A total of 31,125 deliver- 
ies were studied. Of the patients, 16,965 were seen at 
the Gynecological Clinic of the University of Helsin- 
ki, 11,484 at von Heideken’s Maternity Hospital at 
Turku, and 2,676 at the Departmental Hospital at 
Turku. The patients at von Heideken’s Hospital 
were inhabitants of the city of Turku, while those at 
the Departmental Hospital were from rural areas. 

Among the 16,965 deliveries at the University of 
Helsinki made in the period from 1935 to 1944, there 
were 2,106 cases of nephrogestosis (12.6 per cent), 
while at this same institution, for the period from 
1926 to 1935, the percentage of nephrogestosis was 
19.2. 

Among the 11,484 deliveries made at von Heide- 
ken’s Hospital in the period from 1935 to 1944, there 
were 2,246 cases of nephrogestosis (19.6 per cent), 
while for the period from 1926 to 1935 the percentage 
of nephrogestosis was 20.8. 

Among the 2,676 deliveries at the Departmental 
Hospital at Turku in the period from 1935 to 1944, 
there were 453 cases of nephrogestosis (16.9%); no 
record was given for this condition from 1926 to 1935. 

The frequency of nephrogestosis reached its maxi- 
mum at Helsinki in 1936 with a percentage of 24.2, 
and its minimum in 1943 with a percentage of 5.6. 

At Turku, the frequency of nephrogestosis reached 
its maximum in 1939 and its minimum in 1943. 

Nephrogestosis is more general among primiparas 
than among multiparas. From 1935 to 1944 at Hel- 
sinki, nephrogestosis occurred in 15.9 per cent of the 
primiparas and in 8.8 per cent of the multiparas. At 
von Heideken’s Hospital during the same period 
nephrogestosis occurred in 23.4 per cent of the primi- 
paras and in 15.3 per cent of the multiparas; at the 
Departmental Hospital it occurred in 20.7 per cent of 
the primiparas and in 13 per cent of the multiparas. 
During the war years the disease diminished in fre- 
quency in both primiparas and multiparas. 

The war affected the young women more than the 
older women as nephrogestosis occurred less often in 
the young mothers, but the more serious cases of 
nephrogestosis occurred in the older mothers. 

The frequency of nephrogestosis diminished also 
among the cases of twin pregnancy during the war 
years. 

The frequency of the less severe cases of nephro- 
gestosis (albuminuria and nephropathy) markedly 
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diminished during the war years, but the more severe 
cases (pre-eclampsia and eclampsia) showed little di- 
minution in frequency during the war. 

While the total mortality during delivery decreased 
during the war years, the mortality among patients 
with nephrogestosis increased. 

While the total infant mortality decreased during 
the war years, the infant mortality among the cases 
of nephrogestosis markedly increased during this 
period. 

In summary, it was found that nephrogestosis of 
all grades appears to decrease during wartime, chief- 
ly because of the impaired nutrition. Yet the nerve 
strain of war tends to heighten the blood pressure 
and increase the liability to convulsions which con- 
tributes to the increase in number of the more severe 
cases of nephrogestosis. 

BLACKWELL MARKHAM, M.D. 


Duckering, F. A.: The Significance of Myoma Uteri 
in Pregnancy. Am. J. Obst., 1946, 51: 819. 


The incidence of myoma uteri among the ob- 
stetric patients at the Woman’s Clinic of the New 
York Hospital is 1.4 per cent. The role of myoma 
uteri in causing complications of pregnancy is clari- 
fied by comparing the patients who had myomas 
over 6 cm. in diameter to patients with myomas that 
were less than 6 cm. in diameter. 

Since myoma uteri are found more frequently in 
the late childbearing ages, there is a high incidence 
of elderly primigravidas (15.7 per cent). The signifi- 
cance of myomas in causing sterility is difficult to 
evaluate. 

Myomas are more easily detected early in preg- 
nancy or the postpartum period when the entire 
surface of the uterus can be explored on bimanual 
examination. Frequently they are only discovered 
when complications of pregnancy and delivery focus 
attention on them. Antepartum pain due to myoma 
was present in 11 per cent of the patients in this 
series. However, there were very few cases in which 
pain was severe enough to necessitate operative in- 
tervention. The incidence of abortion (17.1 per 
cent) and of premature labor (5 per cent) in this 
series was twice the clinic incidence, which is 8 per 
cent and 2.5 per cent, respectively. 

Presentation is affected only by large tumors 
which interfere with the adaptation of the fetus to 
the longitudinal axis of the uterus. There is no evi- 
dence that myoma uteri is a factor in causing pro- 
longed labor or premature rupture of the membranes. 

There is a high operative incidence among pa- 
tients with large myomas (47 per cent) when com- 
pared to patients with small fibroids (23.4 per cent) 
who have an incidence of operative deliveries similar 
to the general clinic. 

Thirteen patients had definite dystocia due to 
myoma. Postpartum hemorrhage is rarely caused 
by myomas. The incidence of postpartum hemor- 
rhage among the patients was 3.8 per cent, an in- 
cidence similar to that found in the total clinic, 
which varied from 1.7 per cent to 4.4 per cent during 


the same period of time. The incidence of puerperal! 
sensis was 15.8 per cent, or more than twice as high 
&u8 found among the general clinic population. The 
increase in morbidity occurs almost entirely in the 
group of patients with large myomas. However, it 
cannot be accounted for on the basis of an increased 
operative incidence in this group as it is also pro- 
portionately higher following abortion and spon- 
taneous delivery. The fetal mortality among pa- 
tients in this series is 9.6 per cent compared to that of 
the clinic, which: is 3.46 per cent. There were 3 
maternal deaths. The presence of myomas was in- 
cidental and entirely unrelated to the cause of death 
in 2 of the patients. Epwarp L. CornELt, M.D. 


Dannreuther, W. T.: Therapeutic Abortion in a 
General Hospital. Am. J. Obst., 1946, 52: 54. 


The author originally compiled the statistical data 
to secure the figures indicating the frequency of 
therapeutic abortion during a 10 year period. In 
this group of 84 cases, many of the abortions were 
done before the adoption of the existing rules at the 
New York Postgraduate Hospital. Possibly some of 
them would have been refused to-day. 

It would seem an almost impossible task to prove 
exactly to what extent a therapeutic abortion con- 
tributes to the prolongation of life expectancy. The 
author has no intention of implying that a thera- 
peutic abortion can cure epilepsy or a brain tumor or 
any other disease, but he believes that it may pro- 
tect the health and lengthen the life of many patients 
whose existence might otherwise be much more dis- 
tressing. Epwarp L. Cornett, M.D. 


LABOR AND ITS COMPLICATIONS 


Farber, E. P.: The Induction of Labor with Mether- 
gine. Am. J. Obst., 1946, 51: 859. 

It is not the purpose of this article to advocate the 
routine induction of labor; rather it is to set forth a 
method of inducing labor which will be relatively 
safe to both the mother and infant which may be 
used when the induction of labor is indicated. 

A new synthetic ergot preparation, methergine, 
was employed for the induction of labor in 30 con- 
secutive cases and satisfactory results were obtained 
in 27 instances. Methergine was shown to have the 
ability to induce labor in the presence of intact as 
well as ruptured membranes. There were no ma- 
ternal or fetal complications, and the length of labor 
was materially shortened when methergine was 
used. Methergine may have considerable value in 
cases of uterine inertia. 

Epwarp L. Cornett, M.D. 


Ullery, J. C.: Continuous Spinal Analgesia in 
Cesarean Section. Am. J. Obst., 1946, 52: 100. 


From the experience of delivering 300 patients by 
cesarean section under continuous spinal analgesia 
with no maternal deaths, the authors believe that 
this is a safe anesthetic procedure for both mother 
and child. All of the babies, excepting the stillborn, 
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showed no anoxemia, cried at once, were of good 
color, and required no resuscitation. The postoper- 
ative morbidity of the mothers was low, and .. 
complications were no greater than those with in- 
halation anesthesia. The advantages of continuous 
spinal analgesia with its safety, low dosage, and 
controllability are emphasized and should make its 
use desirable in cesarean section. . The technique is 
easy and requires only .the care and caution that 
should be given when administering any anesthetic. 
Epwarp L. Cornett, M.D. 


NEWBORN 


Russ, J. D., and Strong, R. A.: Asphyxia of the 
Newborn Infant. Am. J. Obst., 1946, 31: 643. 

This study is based on 1,144 resuscitations of the 
newborn. In general, primiparas produce more 
asphyxiated babies than do multiparas. However, 
in the multiparous mother, for some undetermined 
reason, the third, sixth, eighth, and eleventh babies 
seem to have a greater tendency toward asphyxia- 
tion than the others. 

It is becoming increasingly evident that the pro- 
longation of labor is by far the most outstanding 
single cause of asphyxia of the newborn. It has been 
too easy to blame the analgesic drugs, but the 
asphyxia which is produced by drugs is by no means 
either as frequent or as severe as that produced by 
a prolonged labor. 

It is the authors’ very firm and definite conviction 
that, if a routine catheterization of the newborn be 
done at every cesarean section immediately upon 
delivery, the death rate can be reduced from an 
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average between 8 and 10 per cent to as low as 2 per 
cent. 

Anoxemia from many causes is responsible for 18.5 
per cent of all deaths in newborn babies. It is the 
fourth most frequent cause of death in this age 
group. Among the most frequent contributing fac- 
tors of anoxemia are the age and parity of the 
mother, duration of labor, type of delivery, prepartal 
analgesia, and the anesthesias used during delivery. 
Less frequently, prematurity, premature separation 
of the placenta, bleeding placenta previa, or a short 
cord, prolapse, torsion, knot, kink, or compression 
of the cord may cause it. Anoxemia prolonged more 
than 2 minutes after delivery will cause cerebral 
changes, but the prompt initiation and maintenance 
of respiration within 30 seconds after the cord is cut 
will prevent these changes, and if respiration is 
established before 2 minutes it may oxygenate the 
blood sufficiently to arrest any changes which have 
begun. Epwarp L. Cornett, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Farneti, F.: Tuberculosis of the Renal Pyramids 
(Contributo allo studio della tuberculosi delle pa- 
pille renali). Arch. ital. urol., 1945, 21: 201. 


Tuberculosis of the renal pyramids may be sub- 
divided into the following classes: (1) miliary diffuse, 
(2) miliary circumscribed, (3) nodular, (4) cystic, 
and (5) ulcerocaseous. 

The spread of the tubercle bacillus to the kidney 
may be hematogenous, through ascending urogen- 
ital infection, by way of the lymphatics, or by a 
combination of these methods. Hematogenous 
spread may be direct, as the apex of the pyramids is 
a vascular net which forms a delicate reticulum of 
capillaries stopping the tubercle bacilli at this point, 
or it may be indirect, the bacilli passing through the 
glomerulus with the urine and thus infecting the 
pyramids. 

A typical case presents the following symptoms: 
pyuria, hematuria, dysuria, nocturnal polyuria, 
spontaneous attacks of pain in the lumbar region, 
and lumbar tenderness. 

Recovery of the tubercle bacilli by ureteral cathe- 
terization makes an absolute diagnosis although the 
history of tuberculosis elsewhere in the body is of 
some help, and in some cases an exploratory kidney 
operation is necessary to reveal the tuberculosis on 
sect on. 


Early nephrectomy is the treatment of choice pro- 


vided the other kidney has good function. Pro- 
longing the treatment causes the lesion to become 
diffuse and spread to the opposite kidney. 

ARTHUR F. Creoiia, M.D. 


Deming, C. L.: The Prognosis and Problems in 
Renal Tumors. J. Urol., Balt., 1946, 55: 571. 


During the past 23 years, 82 cases of renal neo- 
plasm have been admitted to the New Haven Hos- 
pital in New Haven, Connecticut. In the present 
report, these cases are carefully analyzed, and the 
methods of therapy evaluated. 

Renal new growths were found to occur during 
two periods of life, the first decade and the latter 
decades. In the author’s series 13.4 per cent of the 
tumors were found in children and this, along with 
the embryonic tumors in adult life, would seem to 
suggest a congenital factor. The absence of these 
tumors during adolescence, their scarcity during the 
third and fourth decades, and their preponderance 
in the male all are observations, but unexplained. 

The cytological classification of tumors is referred 
to, but is viewed from the aspect of the clinician, and 
it is noted that irrespective of the histological pic- 
ture, their subjective and objective findings are 
similar, as well as their prognosis. Present day 
therapeusis affords less than a 20 per cent chance of 
cure, and in this series only 9.08 per cent. 


It is of interest to note in this series of cases that 11 
occurred in children and only 3 of these were Wilms’ 
tumors. The remaining tumors in this decade were 
sympathicoblastomas, sarcomas, embryonal car- 
cinomas and neurogenic fibrosarcomas. 

The author advocates repeated roentgenographic 
examinations to facilitate the diagnosis in question- 
able cases, but points out that usually pyelography 
quickly establishes the diagnosis of renal tumor by 
depicting a mass associated with the kidney, an ab- 
normality or deformity of one or more of the calyces, 
or an abnormal peripheral outline of the suspected 
kidney. The author emphasizes the difficulty of 
surgical extirpation of a fixed kidney with tumor and 
suggests that the mobility of the organ be deter- 
mined at the time of pyelography. 

In this series of 82 patients with renal tumor, 69 
had a nephrectomy, 4 had a biopsy of the tumor with 
ligation of the ureter, and 2 others had only a biopsy 
of the tumor. There were 4 operative deaths. Seven 
of the 82 individuals were admitted in extremis and 
died soon thereafter. 

The mortality in the series of patients is presented 
graphically and reveals the results at a glance. In 
the group with hypernephromas, only 19.5 per cent 
of the patients were alive after 5 years; 14.6 per cent 
were alive after 10 years, but of these, only 9.08 per 
cent were free of tumor. The patients with sym- 
pathicoblastomas and embryonic carcinomas all died 
within 3 years. Tumors of the renal pelvis too were 
found problematical, and thus the author’s final per- 
centage of control was found to be 9.08 per cent for 
the group. 

The unpredictability and multiplicity of meta- 
static lesions of renal new growths do not permit 
early removal of these lesions, and thus, control. 
Furthermore, irradiation has not proved to be effec- 
tive since there is no means of absolute prediction of 
radiosensitivity. Thus, the only means of absolute 
cure is early diagnosis and complete surgical re- 
moval, but there is no means available to ascertain 
the presence or absence of minute widespread dis- 
semination. 

In addition it was found in this series of cases 
that there was little difference in the mortality of 
individuals whose condition was diagnosed and 
treated early, and in those in whom there was delay 
in diagnosis; i.e., 64 per cent and 58.7 per cent, re- 
spectively. 

It is concluded from the finding of patients who 
died of the disease as late as 10 years following sur- 
gery, that a 10 year observation is not sufficient to 
assume a cure from renal malignancy, and that the 
present therapeusis which effects but a 9.08 per cent 
cure is far from satisfactory. The determination of 
malignancy and radiosensitivity by biological meth- 
ods, in addition to the study of cytological archi- 
tecture, is advocated along with the obvious fact 
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that the successful treatment of renal neoplasm is 
not found in the present methods at our disposal. 
Rosert Licu, Jr., M.D. 


Jacobs, A.: Transplantation of Duplicated Ureters 
into the Bowel, with a Report on 3 Cases. Brit. 
J. Urol., 1946, 18: 4. 

A double ureter is comparatively common, and the 
possibility of the existence of such an anomaly must 
be borne in mind whenever the operation of trans- 
planting the ureters into the bowel is contemplated. 
(mong a series of 44 patients, on whom the author 
performed this operation, a complete double ureter 
was found in 3, all on the left side. 

In 1 case of urethrovesicovaginal fistula the 3 
ureters were transplanted simultaneously. In the 
second case (papillary carcinoma of the urinary blad- 
der) the right ureter was transplanted at the first 
stage, and at the second stage, a month later, both 
left ureters were transplanted and total cystectomy 
with removal of the prostate and seminal vesicles 
was carried out. In the third case (infiltrating car- 
cinoma of the urinary bladder) 2 dilated left ureters 
were implanted, and at the second stage, 1 month 
later, the right ureter was implanted and total 
cystectomy was performed. 

In spite of the dilatation of the left ureters in the 
last case the implant took well and urine promptly 
appeared in the rectum, as determined by drainage 
from a rectal tube. The quick immediate recovery 
was soon followed by rapid deterioration and death 
due to generalized metastases. 

The technique employed in all 3 cases was essen- 
tially that of the Coffey No. 1 operation. The 
author recommends the temporary presence of a 
ureteral catheter while the serosal and muscular flaps 
are being approximated to prevent constriction. 
The catheter is then withdrawn before the distal end 
of the ureteral stump is inserted into the lumen of the 
bowel. FREDERICK R. LIEBERTHAL, M.D. 


BLADDER, URETHRA, AND PENIS 


Michels, L. M.: Wounds of the Urinary Bladder. 
Ann. Surg., 1946, 123: 999. 

In a 16 month period an auxiliary surgical group 
functioning in the Italian, French, and German 
theaters of war operated upon 3,154 wounded indi- 
viduals; 153 of these (4.9 per cent) had bladder le- 
sions. The diagnosis of a bladder lesion may be 
made from the alignment of the wounds of entrance 
and exit and by the location of the foreign body as 
demonstrated roentgenographically. The most fre- 
quent wounds of entry were in the buttocks (56 
times) and in the anterior abdominal wall (56 times). 
Other sites of entry were in the hip, thigh, perineum, 
back, and flank. Wounds of exit were present in one- 
third of the cases, the missile having been retained in 
two-thirds. 

There is nothing characteristic in the abdominal 
physical findings. The presence of a urinary fistula 
indicates damage to some portion of the genito- 
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urinary tract, as does hematuria. Clear urine does 
not contraindicate bladder damage (5 cases in this 
series). Filling of the urinary bladder with some 
solution prior to surgery for diagnosis is not recom- 
mended because of the danger of forcing contamin- 
ated material into the peritoneal cavity or retroperit- 
oneal region. Since celiotomy is usually necessary 
for associated abdominal lesions, intraparietal blad- 
der lesions can be seen directly. 

The correct diagnosis was made preoperatively or 
at surgery in 149 of these cases. Six cases were over- 
looked, and 2 of the patients died. In 3 urinary 
fistulas developed, which later responded satisfac- 
torily to cystostomy. The sixth patient passed a 
foreign body per urethra and recovered following the 
insertion of an indwelling catheter. Eighty-six per 
cent of the patients had bowel lesions in addition to 
the bladder damage. The former always receive 
primary consideration. 

The mortality rate of patients having bladder le- 
sions depends mainly upon how much bowel damage 
coexists. Uncomplicated bladder lacerations which 
are operated upon promptly are not life-threatening. 

In 35 cases the injury was due to a bullet from a 
gun (mortality 34 per cent), in 71 to shell fragments 
(mortality 32 per cent), and in 9 to pressure (no 
mortality); in 46 cases the missile was not recorded. 

In 137 cases the laceration was intraperitoneal, in 
9 extraperitoneal, and in 9, both. Nine patients had 
a severe contusion without a laceration. 

Repair of the laceration with suprapubic cystost- 
omy is the surgical procedure of choice. The abdo- 
men is opened to explore and repair whatever other 
intraperitoneal injury is present and the bladder in- 
jury is inspected and repaired at the same time. 

No infection of the paravesical tissue occurred in 
any of the surviving patients. 

FREDERICK R. LIEBERTHAL, M.D. 


Milner, W. A.: The Treatment of Carcinoma of the 
Bladder for the Past 5 Years, with Special Ref- 
erence to the Closed Method of Treatment. 
J. Urol., Balt., 1946, 55: 607. 


There are reported 245 cases which were operated 
upon for a vesical neoplasm during a 5 year period 
at the Albany Hospital in Albany, New York. The 
average age of the patients was 62.9 years, and the 
incidence in the male was found to be almost 3 times 


that in the female. The author notes with interest 
that 12.5 months elapsed after the initial symptom 
before the patient sought either diagnosis or treat- 
ment. Intermittent hematuria was the presenting 
symptom in 94 per cent of the individuals, and the 
remaining patients complained of dysuria or pre- 
sented the neoplasm as an incidental finding during 
a cystoscopic examination undertaken for other 
reasons. In some the cystogram during intravenous 
pyelography presented the diagnostic filling defect 
of the bladder. 

In 229 instances, or 93 per cent of the individuals, 
the closed method, or transurethral resection, was 
undertaken and the resection was carried to a depth 
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to expose the vesical musculature whenever neo- 
plastic infiltration did not preclude this objective. 
In addition, it was advised that % of an inch of 
normal mucosa around the base of the tumor be re- 
moved and that this be followed by thorough ful- 
guration of the base. The author emphasizes the 
fact that tumor size is not a determining factor in 
the use of transurethral resection in che treatment, 
and to substantiate this contention 3 cases are re- 
ported in which the resected tumor weighed more 
than roo gm. One tumor, weighing 344 gm., was 
removed in two sittings; the second, weighing 132 
gm., was resected in a single sitting; and the third, 
weighing 127 gm., was removed in 2 operations, like 
the first. The first of these 3 patients was relieved of 
his obstruction for 12 months following the surgery, 
and the 2 others are living and free of their disease 
for 3 years and 7 months, respectively. 

In addition to resection and fulguration, the use 
of radon seeds and deep x-rays is advocated. Plat- 
inum nonremovable seeds of 1.5 mc. are implanted 
so that each seed radiates an area of 1 sq. cm. The 
selection of cases for radium implantation is based 
on the evidence of infiltration at the initial cysto- 
scopy. The x-rays, of from 4,000 to 5,000 units, are 
delivere’ ‘rough 3 portals and are used in individ- 
uals in wh m extension of the condition is believed 


to require additional therapeutic assistance. Also, 
the author believes that x-rays materially reduce the 
rate of recurrence in multiple papillary carcinoma of 
grade I. 

Fifteen patients were treated with partial cystec- 
tomy or segmental resection of the bladder. One of 
the patients in this group was operated upon on 2 


occasions and at the time of this report had survived 
for 4 years and showed metastatic lesions. Another 
died as a result of the surgery. Four patients died of 
their disease, and the remaining 9 were alive ard well 
from 2 months to 5 years after operation. Five of the 
9 patients mentioned have had small recurrences 
which were controlled by transurethral fulguration 
or resection. 

In 3 instances total cystectomy was done and the 
patients lived from 12 months to 2 years. The indi- 
cation for this procedure was intractable pain in 1 
case and multiple papillary tumors in 2 cases. 

In reviewing the pathology of the tumors removed 
it was found that of the 240 tumors graded the ma- 
jority were papillary carcinomas of grades I and II 
and next in frequence were epidermoids of grades 
III, II, and IV, respectively. 

It is noted that the mortality figures revealed that 
the majority of the patients died less than 2 years 
after surgery, and that of the entire group of 189 
patients, 77 died. Ten individuals died of other 
causes and were free of tumor at the time of death; 
2 were moribund and died without having an opera- 
tion, and 59, or 32.2 per cent, died asa result of their 
disease. The operative mortality in total cystec- 
tomy was 33.3 per cent as compared to 6.6 per cent in 
segmental resection and 0.44 per cent in transure- 
thral resection. 
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Of the living individuals the majority have sur- 
vived operation less than 2 vears, and 4 for 5 years. 
One of the latter is at present suffering with the 
disease; this, individual had been treated by seg- 
mental resection of the bladder. 

The author concludes that transurethral resection 
of bladder tumors is to be reserved for vesical neo- 
plasms of the less invasive type, but should be exe- 
cuted with a distinctly radical approach. In in- 
stances of increased neoplastic invasion the more 
frequent use of.segmental resection and complete 
cystectomy is to be seriously considered. 

Rosert Lica, Jr., M.D. 


Vajano, D.: The Treatment of Cancer of the Penis 
(Il trattamento del cancro del pene). Tumori, Mi- 
lano, 1942, 28: 55. 

Of all the tumors of epithelial origin, carcinoma 
of the penis is the rarest, being present in only 20 of 
2,194 cases. Although most of the patients were in 
the 6th decade, the youngest one was 26 years of age, 
and the oldest was 82 years of age. Predisposing 
factors in order of frequency are: (1) phimosis, 
(2) balanitis, (3) syphilis, (4) chancroid, (5) leuco- 
plakia, (6) hyperplasia, (7) Paget’s disease, (8) Bow- 
en’s disease, (9) trauma, and (ro) venereal warts. 

The pathological findings are grossly classified 
into two forms: a papillary tumor of the glans or an 
infiltrative tumor of the prepuce, and, histologically, 
a spinocellular epithelioma or a basal cell carcinoma. 

The symptoms are pain in the glans and purulent 
discharge from the urethral orifice, which may be 
mixed with blood. 

Metastases are rare and, if present, are slowly 
— through the lymphatics to the inguinal lymph 
nodes. 

The treatment may be one of three types: (1) sur- 
gery, (2) radiation, and (3) a combination of surgery 
and radiation. 

Surgical management may be as follows: (a) ex- 
cision of the primary lesion with the electrocautery, 
which is indicated early when no lymphadenopathy 
is present; (b) partial amputation of the shaft of the 
penis with the electrocautery, which is indicated in 
carcinoma of the glans; (c) amputation of the entire 
shaft (Gould’s operation), indicated in disseminated 
carcinoma of the corpus cavernosum and spongio- 
sum; (d) total emasculinization (Chalot’s operation), 
reserved in cases in which the scrotum is invaded; 
and (e) extirpation of the inguinal glands in con- 
junction with the operation of Gould or Chalot, 
indicated in cases that have been subjected to pre- 
vious surgery or radiation therapy. 

In radiation therapy, radium is used on the initial 
lesion, while in the more advanced cases x-rays are 
used on the lesion and the inguinal lymph glands. 

The mixed method of treatment may be as follows: 
(a) amputation and irradiation of the glands with 
x-rays or radium; (b) radium or x-ray treatment of 
the primary lesion and removal of the inguinal 
glands; (c) radium or x-ray treatment of the primary 
lesion and removal of the inguinal glands, followed 
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by postoperative radiation to the glandular area; 
(d) radiation of the primary lesion plus conservative 
amputation and radiation of the lymph glands, with 
or without extirpation; (e) circumcision and radia- 
tion of the primary lesion with radium, and (f) elec- 
troexcision of the primary lesion followed by radium 
therapy. ARTHUR F. Crpoiia, M.D. 


GENITAL ORGANS 


Wattenberg, C. A.: Liver Changes and Other Ef- 
fects of Diethylstilbestrol during Treatment of 
Prostate Gland Cancer. J. Urol., Balt., 1946, 55: 
631. 

The toxicology of synthetic estrogens with refer- 
ence to experimental animals is briefly discussed 
and a case is reported of an individual who developed 
hepatitis during diethylstilbestrol therapy for malig- 
nancy of the prostate. 

The patient was white, and 63 years of age. There 
was present irregularity of the prostate suggesting 
carcinoma, but no evidence of metastasis. The pa- 
tient was placed on 15 mgm. of diethylstilbestrol 
daily until 150 mgm. had been taken, and thereafter 
the dose was reduced to 10 mgm. a day for a period 
of several months until a total dosage of 1,940 mgm. 
were consumed. At this time there was no ankle 
edema, very little breast enlargement, and no ten- 
derness or pain. In addition, the patient’s initial 
nocturia of 6 times, frequency, inability or difficulty 
in initiating the urinary stream, and dribbling all had 
subsided. He felt himself in excellent health. The 
daily dose of diethylstilbestrol was reduced -to 5 
mgm. and after more than 620 mgm. had been used 
at this dosage, or a total of 2,700 mgm., the patient 
began complaining of gastric distress and a constant 
feeling of hunger in spite of eating regularly. This 
was followed by a dermatitis which was diagnosed as 
a “drug rash.”’ Icterus soon followed and along with 
it, leg and ankle edema, enlargement and tenderness 
of the liver, and a prominence of the superficial ab- 
dominal veins. The icterus index was 200 and better 
x-ray examination of the bony pelvis revealed met- 
astases although the prostate at this time felt small 
and soft. 

At the time of an exploratory laparotomy the liver 
was found smooth and without tumor. A biopsy 
showed fibrosis of the portal areas, and surrounding 
the central veins the bile capillaries were dilated. 
There was evidence of bile retention and cloudy 
swelling—a toxic hepatitis. The gall bladder and 
common duct were dilated but this was found upon 
histological study to be due to edema, and a similar 
picture was found in the pancreas and a regional 
lymph node. 

After several months of not taking diethylstil- 
bestrol, the patient noticed the onset of urinary com- 
plaints. Since the resumption of the synthetic hor- 
mone was thought contraindicated in this case, a 
bilateral orchectomy was done. 

The author briefly mentions the side effects of di- 
ethylstilbestrol when it is given for carcinoma of the 
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prostate. The cytological effects in the prostatic 
cancer are regression of the previously foamlike 
cytoplasm, eccentricity of the nuclei, along with 
pyknosis, and even actual destruction leaving only 
cytoplasmic débris. In the testicle the effects are a 
thickening of the basement membrane of the sem- 
iniferous tubules with fibrous tissue and marked ar- 
restment of spermatogenesis. The posterior urethra 
reveals squamous metaplasia. The breasts reveal 
edema, proliferation of the duct epithelium along 
with budding of the ducts, an increase in both con- 
= tissue, and vascularity and a deposition of 
at. 

The article is well illustrated with exceptionally 
clear cut microphotographs of tissues in both the 
pre- and postdiethylstilbestrol phase. 

RosBeErT Licu, Jr., M.D. 


Sworn, B. R., Marshall, F. W., and Edwards, J. L.: 
Solid Tumors of the Epididymis. Brit. J. Surg., 
1946, 33: 375- 

Tumors of the epididymis are still regarded as 
rare. However, in 5 years the authors have seen 3 
such tumors of glandular type, 2 of which are de- 
scribed in detail. Each had a fibrous capsule con- 
taining smooth muscle in varying amount in addition 
to the glandular elements. Lymph follicles with 
germinal centers were also present. The morphology 
of the cells lining the tubules provided inconclusive 
evidence as to whether the growth was an endothe- 
lioma (or mesothelioma as suggested by Mackay) 
on the one hand, or an adenoma on the other. 

Since glandular elements, plain muscle, and 
lymphoid tissue with germinal centers are associated 
in many of these tumors, and since their origin is 
still debated, the authors believe that the least objec- 
tionable and most noncommittal designation would 
be ‘mixed tumors” of the epididymis. As in the 
case of the salivary glands, the term is held not to 
possess the implications of teratoma. 

These tumors appear to be benign and the history 
often covers many years, but the postoperative 
period is in most cases not yet long enough to be 
significant. FREDERICK R. LIEBERTHAL, M.D. 


Scheetz, R. J., and Leddy, E. T.: Roentgen Therapy 
for Malignant Teratoma of the Testis. Am. J. 
Roentg., 1946, 55: 754- 

This article is based on 54 cases of malignant tera- 
toma of the testis that have been observed at the 
Mayo Clinic. ; 

Since these tumors usually develop during the 
period of greatest sexual potency, it has been 
thought that there possibly is some relation between 
sexual function and the development of the tumor. 
A history of trauma can be obtained in from 10 to 30 
per cent of the cases of teratoma but it is doubtful 
whether trauma has any etiologic significance. It 
does, however, serve to call attention to a pre-exist- 
ing malignant lesion. 

It is generally accepted that cryptorchidism tends 
to favor the development of malignant tumors of the 
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testis. In all of the cases in this series, the involved 
testis was situated in the scrotum. In the series of 
54 cases of teratoma, the youngest patient was 15 
years of age and the oldest was 59 years. In more 
than half of the cases (54 per cent) the patients were 
in the third decade of life and in 50 cases (93 per 
cent) the patients were between 15 and 309 years of 
age. 

Broders divided tumors of the seminal epithelium 
into three main groups: (1) teratomas, (2) adenocar- 
cinomas of the seminoma type, and (3) adenocar- 
cinomas of the testis. The teratomas were sub- 
divided into two subgroups: the benign and the 
malignant. 

In this series of 54 cases, the site of the tumor was 
in the right testis in 28 cases and in the left testis in 
26 cases. 

A painless swelling of the testis was the initial 
symptom in 68 per cent of the 54 cases. 

The tumor may be very small and be buried in the 
substance of the testis; on the other hand, the in- 
volved testis may be as large as a fetal head. In 13 
of the 37 cases in which the tumor had not been 
treated previously, the involved testis was the size 
of an orange when the patient was examined. 

In 7 cases the initial symptoms were referable to 
the metastatic lesions. This would seem to indicate 
that malignant teratomas tend to metastasize early, 
often before the patient is aware that the testis is 
the seat of serious trouble. 

A painful testis was the only symptom in 3 cases; 
in 5 other cases pain was associated with swelling of 
the testis. In 8 additional cases, the patients com- 
plained of a painful testis when they sought medical 
advice; therefore, testicular pain was a prominent 
symptom in 16 cases. Pain occurs more frequently in 
cases of malignant teratoma than it does in cases of 
seminoma. 

Many other symptoms were present by the time 
the patients consulted a physician. One of the com- 
monest symptoms was dragging pain in the groin on 
the involved side, and this often was accompanied 
by pain in the lower part of the back. 

In 17 of the 37 cases in which the tumor had not 
been treated previously, there was clinical evidence 
of metastasis when the patients were examined. The 
site of the metastatic lesions in these cases was: the 
para-aortic lymph nodes in 13 cases, the supra- 
clavicular lymph nodes in 7 cases, the peribronchial 
lymph nodes in 6 cases, the inguinal lymph nodes in 
5 cases, and the bones in r case. 

In 5 cases the breasts were enlarged and tender. 
This change is due to an actual proliferation of the 
mammary tissue which apparently is stimulated by 
gonadotropic substances in the primary tumor or in 
the metastatic lesions. 

A hydrocele was present in 7 of the 37 cases. A 
varicocele was present in 2 cases. 

A few of the diseases that may be confused with a 
tumor of the testis are tuberculous epididymitis, 
hydrocele, hernia, gumma of the testis, and hemato- 
cele. The finding of a firm, smooth or nodular scrotal 
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mass that is about the same shape as a normal testis 
and does not involve the epididymis should cause 
one to suspect that a tumor of the testis is present. 

The value of the tests for gonadotropin is decided- 
ly limited for the following reasons: 

1. From the diagnostic standpoint, one cannot 
confidently predict the histopathological type of 
testicular tumor on the basis of either the quantita- 
tive or qualitative determination of gonadotropin 
in the urine. 

2. From the prognostic viewpoint, one cannot ex- 
clude metastasis because an excessive amount of 
gonadotropin is not determined in the urine. 

3. The test is too expensive and complex to be 
used elsewhere than in large institutions. 

In cases of tumor of the testis observed at the 
Clinic treatment usually consists of simple orchec- 
tomy followed by roentgen therapy. The treatment, 
of course, is modified to fit the needs of the patient. 

Leddy and Desjardins, and Nash and Leddy have 
described the technique of roentgen therapy of tu- 
mors of the testis. , 

The proponents of preoperative roentgen therapy 
claim that operation may cause metastasis and that 
preoperative roentgen therapy may seal off the 
lymphatics and prevent metastasis. The opponents 
of preoperative roentgen therapy maintain that 
orchectomy will not cause metastasis if the sper- 
matic cord is clamped at the external inguinal ring, 
and that it will effect a cure if metastasis has not 
occurred before the operation is performed. 

The most convincing argument in favor of pre- 
operative roentgen therapy is that it apparently has 
a tendency to increase the percentage of patients 
who live for 5 years after operation. 

That agummatous or a tuberculous testis has on oc- 
casion been irradiated as a result of a mistaken diag- 
nosis of tumor is within the realm of possibility. In 
cases in which there is no evidence of metastatic 
lesions and in which the amount of gonadotropic 
hormone in the urine is within normal limits, one 
might never be certain of the diagnosis after pre- 
operative irradiation. 

Within a short period after roentgen therapy 
first was used in cases of tumor of the testis, it be- 
came obvious to many observers that true malignant 
teratomas are much less susceptible to the action of 
roentgen rays than are seminomas. 

In the analysis of the results of roentgen therapy, 
18 of the 54 cases were excluded for various reasons. 
The remaining 36 cases were divided into three 
groups: group 1 included 17 cases in which treat- 
ment was begun before there was any evidence of 
metastasis; group 2 included 11 cases in which there 
was Clinical evidence of metastasis when treatment 
was begun, and group 3 included 8 cases in which the 
patients had undergone orchectomy before they 
came to the Clinic. In all of the cases in the last 
group, clinical evidence of metastasis was present 
when the patients were first observed at the clinic. 

Group I. In this group of cases the prognosis ob- 
viously should be considered favorable. Treatment 
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consisted of simple orchectomy and postoperative 
roentgen therapy. Only 8 of the patients in this 
group were alive 5 years after orchectomy was per- 
formed, but 1 patient died of meningitis after mas- 
toidectomy which was performed 55 months after 
orchectomy. The average period of survival of the 
patients who died was 19 months. 

Group 2. In this group, the results were very dis- 
couraging. Only 1 of the 11 patients in this group 
lived more than a year after orchectomy. This pa- 
tient lived 16 months after the operation. 

Group 3. Ina few of the cases in this group, roent- 
gen therapy had been employed before the patients 
came to the Clinic. Radium therapy had been em- 
ployed in 2 cases. In some respects, this group is a 
composite of groups 1 and 2 as some of the patients 
undoubtedly had undergone orchectomy before clin- 
ical evidence of metastasis had become manifest. 
The average period of survival after orchectomy was 
17 months. Joun A. Loer, M.D. 


MISCELLANEOUS 


Winsbury-White, H. P.: Some Observations on the 
Incidence of 665 Personal Cases of Urinary 
Lithiasis. Brit. J. Urol., 1946, 18: 13. 


The author calls attention to the fact that certain 
easily distinguishable factors have controlled the in- 
cidence of urinary lithiasis, as demonstrated by a 
study of the literature of the past century. Vesical 
calculus was much more common than renal cal- 
culus until the beginning of the present century. 
The correction of bladder neck obstructions in the 
adult and the improvement of the diet of children, 
especially of the working classes, with the greater 
use of milk with its vitamin A and readily absorbable 
calcium, have led to a sharp reduction in the incid- 
ence of vesical calculus. Renal calculus has definitely 
been on the increase, especially in Central Europe, 
where from 1924 to 1937 an obvious “‘stone wave” 
has occurred. 
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Renal calculi are more common in the male and 
tend to favor the left side. The male internal genital 
organs are more intimately related to the urinary 
tract and hence infective processes occurring in 
them and obstructions resulting from them would 
tend to encourage pathological processes in the kid- 
ney more in the male than in the female. The rela- 
tive incidence of stone in the urinary tract increases 
in the male sex as compared with the female as we 
descend, as follows: only a slight predominance in 
the kidney, more than 2 to 1 in the ureter, and 
more than 6 to 1 in the bladder. 

Residual urine in the bladder is far more common 
in the male, and, when present, may in itself be an 
adequate explanation even with regard to the upper 
urinary tract. 

Lithiasis tends to be multiple in the urinary tract, 
especially if untreated. In 51 per cent of the author’s 
cases of renal calculus, the stones in the kidney were 
multiple and in 14 per cent they were bilateral. 

Prostatic calculi commonly have the same chem- 
ical composition as renal calculi, and they are often 
associated with calculi elsewhere in the urinary tract. 

FREDERICK R. LIEBERTHAL, M.D. 


Begg, R. C.: Some Uses for Free Muscle Grafts in 
Urology. Brit. J. Urol., 1946, 18: 10. 


The author recommends the use of free grafts 
taken from the oblique abdominal muscles, the recti, 
pyramidales, or elsewhere in various urological pro- 
cedures. 

Effective hemostasis is accomplished when such 
grafts are used in the repair of operative wounds of 
the kidney substance after nephrotomy and partial 
resection, and for the control of bleeding of extra- 
pelvic vessels. Incisions in the ureter, pelvis, or 
bladder may be effectively sealed, and postoperative 
leakage is prevented. In vesicovaginal and recto- 
urethral fistulas a pad of muscle will form an effec- 
tive buttress between the suture lines. 

FREDERICK R. LIEBERTHAL, M.D. 
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Agerholm, M., and Trueta, J.: Acute Hemato- 
genous Osteomyelitis Treated with Penicillin. 
Lancet, Lond., 1946, 1: 877. 


Two well defined groups of cases of acute hemato- 
genous osteomyelitis were distinguished: (1) those 
admitted before the bone was seriously damaged and 
pus had been formed; and (2) those admitted with an 
abscess already present. 

The authors propose the following conception of 
the disease process as a useful working basis. At the 
earliest stage there is a small focus of infection in the 
bone, probably with a septicemia. If the organism 
is penicillin sensitive, penicillin given at this stage 
will control the septicemia and limit the focus to an 
area small enough for resolution to occur. The 
presence or absence of roentgenographic changes de- 
pends on the size of the affected area and its position. 
If, however, the penicillin is not given at the early 
stage, the local infection will spread. The infection 
next reaches the periosteum. This provides a resis- 
tant barrier to penetration but is readily stripped up 
from the bone, and the pus, which is under consider- 
able tension, may spread subperiosteally along the 
length and circumference of the shaft, causing fur- 
ther interference with the blood supply. If peni- 


cillin is given at this stage the general infection may 


be overcome, but the pus both within and without 
the bone, unless drained, remains as a twofold 
danger. 

The following general principles and routine of 
treatment were advocated: (1) hematogenous osteo- 
myelitis is in part a systemic disease and therefore 
penicillin must be given systemically; (2) systemic ad- 
ministration of penicillin alone can cure the disease 
provided that (a) there is no abscess at the focus, 
and (b) the daily dosage is adequate and treatment 
is continued long enough; (3) systemic administra- 
tion of penicillin cannot sterilize an abscess, therefore 
in cases in which an abscess is already present the 
systemic infection may be controlled, but even after 
clinical recovery the disease in the bone may progress 
and lead to extensive destruction of the bone 
(surgical removal of preformed pus is essential in this 
disease as in other infections susceptible to penicil- 
lin); and (4) after the removal of pus, systemic ad- 
ministration of penicillin can prevent the further 
formation of pus, and therefore primary suture is 
safe. In view of the danger of secondary infection 
in bone, primary suture is a valuable protection. 

The penicillin was given intramuscularly either 
by drip or by intermittent injection. Intramuscular 
drips have been used whenever possible. They are 
used for children by the nursing staff. The E.M.S. 
penicillin drip set is used; too c.c. of saline solution 
is used to dissolve the 24 hour dose, a maximum of 


400,000 units a day. This occasionally caused local 
cellulitis, and three patients developed “‘penicillin”’ 
abscesses containing sterile pus; all subsided after 
one aspiration. 

Thirty cases of acute osteomyelitis were treated 
with penicillin in 18 months. Blood culture was 
positive in 14 of these cases. Penicillin was used 
alone in 9 cases; 2 of these were early cases and would 
now be treated surgically. Seven of 30 cases (about 1 
in 4) were suitable for penicillin treatment alone 
Penicillin was combined with surgery in 21 cases. 
Primary suture was done in 14 cases and secondary 
suture in 5 cases; 2 cases were not sutured. All 
cases operated upon were suitable for primary suture, 
but this was not realized at first. 

In this series there was no death, no joint involve- 
ment, and no secondary focus after admission. At 
the end of 18 months, 4 cases still presented a sinus, 
but 2 of these were nearly healed; 28 patients had 
normal function; 1 patient admitted with septic 
arthritis of the knee had a limited range of move- 
ment; 1 had a sinus which kept her in the hospital. 

C. FrEp GOERINGER, M.D. 


Oleaga Alarcon, F.: First Results in the Treatment 
of Osteomyelitis with Penicillin (Primeros re- 
sultados en el tratamiento de la osteomielitis con 
penicilina). Rev. ortop. traumat., B. Air., 1945, 15: 61. 


The author reports the findings in 11 cases of non- 
tuberculous osteomyelitis in single bones treated with 
penicillin. He found that the acute osteomyelitis is 
evidently influenced favorably by the penicillin treat- 
ment. In general there was rapid disappearance of 
the symptoms, but persistence of the roentgenologi- 
cal findings. The bacteria were stabilized or killed, 
but the tissue inflammation continued its course. 
The penicillin was found to be preferable to sulfa 
drugs in these cases because of the lack of toxicity. 

In cases with osteomyelitis rest and immobiliza- 
tion are indicated in addition to the chemotherapy. 
Chronic osteomyelitis with sequestra should be 
operated upon. 

The author thinks that penicillin treatment should 
be used in compound fractures in order to prevent 
chronic inflammation of the bone. 

Writuram E. Ricketts, M.D. 


Pollidori, A.: Roentgenological Appearance, Early 
and Late, of Congenitai Preluxation of the Hip 
Treated with Abduction Splints (Aspetti radio- 
grafici precoci e a distanza della prelussazione con- 
genita dell’ anca trattata con l’abduzione sul cuscino 
devaricatore). Chir. org. movim., 1943, 29: 116. 


Seven hundred and seventy-seven cases of dislo- 
cation of the hip were treated at the Istituto Rizzoli 
from 1921 to 1937, by early application of abduction 
splints. Of these, 478 were available for subsequent 
re-examination. According to the. classification of 
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Putti, a grade of 9 or 10, corresponding to good or 
excellent, was given to the results in 93.9 per cent 
of the cases. In 21 instances, an osteochondritic 
process was found involving the epiphysis or the 
growth center. These cases were again examined and 
evaluated, the time interval since treatment varying 
from 2 to 13 years. 

The cases fell into two groups: (1) those with 
osteochondritis of the epiphysis, and (2) those in 
which rarefaction was limited to the epiphyseal line. 
In the first group it was noted that, even when the 
dislocation was frankly unilateral, completely nor- 
mal conditions were never found on the other side. 
This fact conformed to the impression that neonatal 
dysplasia of the hip is always bilateral, as is also 
dystrophy; but since these findings are not confirmed 
by roentgenological studies in individuals older than 
12 years, on the average, it is assumed that in many 
cases dysplasia and dystrophy are slight and may 
clear up spontaneously. On the affected side, it was 
found that there was either marked hypoplasia or a 
notable delay in the appearance of the epiphyseal 
growth center, in all cases. Such osteochondritic 
changes appeared early in the period of treatment. 

In the second group the inferior portion of the 
femoral neck, close to the growth cartilage, showed 
changes resulting in failure of growth of that part 
and the characteristic deformity of coxa vara. In 
several cases the changes were limited to the inferior 
pole of the epiphysis. 

Having described the small group of failures re- 
sulting from the prompt use of abduction splints, the 
author discusses the nature and pathogenesis of 
morbid processes associated with congenital preluxa- 
tion treated by any method. The possible factors of 
trauma from manipulation, osteochondritis, and 
osteoarthritis are discussed, the latter two being in 
turn influenced by constitutional, vascular, or hu- 
moral factors. The frequently associated absence of 
the round ligament is cited, and the hypothesis is 
proposed that vascular alterations or lability could 
well be superimposed upon congenital dystrophy and 
dysplasia to bring about the described deformity. 

Survey of long term results indicated that cases 
which became worse with age were those with asso- 
ciated osteoarthritis, a situation almost never found 
in cases treated very early. It is suggested that the 
virtue of treatment by abduction splints depends less 
upon the avoidance of surgery than upon the early 
timing of its institution. 

Evita B. Farnsworta, M.D. 


Pacini, D., and Rizzi, G.: A Contribution to the 
Anatomic Study of the Round Ligament of the 
Femur (Contributo allo studio anatomico del 
legamento rotondo del femore). Chir. org. movim., 
1943, 29: 196. 

The present studies are based upon the gross and 
histological examinations of 150 round ligaments, of 
which 40 were taken from fetuses in various stages 
of intrauterine life. In addition, arteriograms were 
made in 6 cases by the injection of the iliac artery. 
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The following observations and conclusions were 
made: 

1. The round ligament is found to act as a vector 
for blood vessels to the epiphysis of the femur from 
4% months of intrauterine life up to old age. 

2. Arteries of injectable caliber never exceed 2 in 
number. 

3. In the fetus and the infant these vessels supply 
only the region of the fovea, whereas in later life 
they are seen to participate in the circle of the cir- 
cumflexes. 

4. Throughout the years of growth and adulthood, 
the artery of the round ligament is found to enlarge 
and penetrate the spongy bone. 

5. A mechanical function subserved by the round 
ligament is highly questionable. 

On the basis of these observations which were 
made in addition to microscopic studies of the liga- 
ments and vessels, it is to concluded that the role of 
the round ligament in diseases of the hip joint has 
been overestimated, whereas in fractures of the neck 
of the femur it is probably of prime importance. 

Evita B. FaRNsworta, M.D. 


Bonnin, J. G.: Osteochondritis Dissecans and Torn 
Lateral Meniscus. Brit. J. Surg., 1946, 33: 380. 


The association of osteochondritis dissecans with 
lesions of the menisci was found in 3 cases by Fair- 
bank. The author notes that osteochondritis disse- 
cans usually occurs on curved surfaces which are sub- 
jected to frictional strain, such as the superior arti- 
cular surface of the femur, the upper surface of the 
talus, and the capitellum of the humerus. 

In the case presented, the patient had a bucket 
handle lesion of the lateral meniscus with a history of 
repeated locking extending over a period of 7 months. 
At operation there was found a curved fissure in the 
external condyle of the femur overlying the osteo- 
chondritic fragment which had been visualized in the 
roentgenogram. The lateral meniscus was found to 
have a bucket handle tear, which was turned over 
and lying in the intercondylar notch. 

Thesemilunar cartilage was removed. Fifteen '/egth 
inch drill holes were made through the depressed 
cartilaginous area into the condyle of the femur, and 
the joint was then closed. The limb was rested for a 
fortnight in bed and for 6 weeks thereafter in a plas- 
ter cast. 

Ten weeks later, approximately 18 weeks after 
surgery, there was still a small effusion, but the pa- 
tient had no complaints and could walk 4 miles. 

Dante H. LEvintTHat, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Prigge, E. K.: The Treatment of Chronic Osteomye- 
litis by the Use of Muscle Transplant or Iliac 
Graft. J. Bone Surg., 1946, 28: 576. 


The author presents the method used in treating 
64 separate foci of chronic osteomyelitis in 61 pa- 
tients on the orthopedic service of the De Witt 
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Figs. 1, 2 and 3. Examples of muscle pedicles used in filling bone defects. 


General Hospital, Auburn, California. Practically 
all areas of the skeleton were involved. Healing 
occurred in a high percentage of the cases within ro 


weeks and there were no recurrences, pathological 


fractures, or fatalities. The average period of ob- 
servation was 714 months. 

It has become apparent that penicillin, like the 
sulfonamides, given either systemically or locally, is 
not entirely effective in tissues with little or no 
vascularity. Such tissues include sinus tracts with 
surrounding cuff of dense scar tissue, bone abscesses, 
sequestra, and the area of eburnated bone which is 
frequently found at sites of chronic osteomyelitis. 

It was known that in osteomyelitis of a rib or of 
the fibula, excision of that part of the bone contain- 
ing the infection is almost invariably followed by 
prompt and complete healing, because of the fact 
that upon removal of the diseased bone the adjacent 
viable and vascular (and, therefore, infection re- 
sistant) muscles fold into the defect, obliterating the 
dead space. Therefore, it was believed advisable to 
treat bone infection wherever found in a similar 
way, that is, by excising all infected and hypovas- 
cular tissues, obliterating the dead space, and closing 
the wound. 

Recently the obliteration of bone defects by ex- 
teriorization and the application of primary or early 
secondary skin grafts directly to the defects has 
again been recommended and good results are 
reported. 

Two methods of obliterating the defects are de- 
scribed. The first is by the use of the viable muscle 


pedicle as suggested by Starr and Mercer, and the 
second by the use of thin chips of cancellous bone ob- 
tained from the wing of the ilium. 

The use of the muscle pedicle is the method of 
choice and can be used in such skeletal areas as the 
scapula, clavicle, humerus, forearm bones (except 
the radial styloid), and metacarpals in the upper 
extremity; the pelvis, femur, fibula, and meta- 
carpals (and in selected instances the tibia) in the 
lower extremity; and the vertebral processes and ribs. 
In these areas the procedure was to excise the avas- 
cular and infected tissue radically, fill the bone defect 
with viable muscle, and do a loose primary or second- 
ary suture even if this meant leaving the extremity 
flail, but clean surgically. Closure of the skin and 
superficial fascia over the wound should be done, 
even if it is necessary for the operator to make a 
relaxing incision on one or both sides of the original 
wound. 

Methylene blue injected into the sinus tracts aids 
en bloc excision. The surgical approach always ex- 
tends well into normal tissue, both proximal and 
distal to the diseased condition. This is essential, not 
only for complete visualization of the diseased tissue 
but for preservation of important nerves and vessels 
and for a proper selection of a portion of muscle to 
be sacrificed, if needed, by forming it into a pedicle 
which must be viable. All abnormal tissue—sinus 
tracts and infected granulation tissue, sequestra, 
eburnated and abnormal bone—and foreign bodies, 
if involved, were removed radically so that all re- 
maining tissue appeared normal and had good vas- 
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Fig. 4. Shows two typical defects, before and after excision and iliac bone graft. 
A, Coronal section of a large defect and detail of ‘‘bricking-in” the iliac chips. B, Shows 
partial coronal section. C, Sketch of lateral view, showing the surface of the grafted 


area. 


cularity. The bone defect, if shallow, was obliter- 
ated by slight displacement of the surrounding 
muscles; if deep, a muscle pedicle was formed and 
sutured into the defect. A direct or eccentrically 
placed drain was removed in 48 hours. Appropriate 
plaster cast immobilization was applied, as indicated. 
All of the patients received penicillin intramuscularly 
for 3 weeks. 

Forty-four foci of infection in 42 patients were 
treated by this method. Good results were obtained 
in 43; there was 1 failure in which drainage persisted, 
the failure being due to incomplete removal of ebur- 
nated bone. The average period of drainage prior to 
operation was 20 weeks; after operation it was 314 
weeks. Twenty-one wounds were healed completely 
at the time of first inspection—usually from ro to 15 
days after operation. 

Obliteration of the defect with an iliac graft was 
done when the anterior surface of the tibia, the radial 
styloid, and the calcaneus were covered only by 
integument, fascia, and ligamentous and tendinous 
structures, and muscle tissue was not available for a 
transplant. 

The procedure in this second group, which ac- 
counted for 31 per cent of the cases in this series, was 


complete excision of all infected and avascular tissue 
as in the first group. The bone defect was lightly 
filled with gauze dressings wrapped around either a 
Dakin tube or male catheter which extended through 
the gauze dressing and cast. Through this, from 2 to 
4 c.c. of penicillin solution, containing 250 units per 
cubie: centimeter, were instilled 4 times during the 
24 hours; and 25,000 units were administered intra- 
muscularly every 3 hours. After from 7 to 10 days, 
according to the size of the defect, the wound was in- 
spected and the defect was always found to be covered 
with a thin layer of healthy granulation tissue. 

A second operation was performed the next day. 
The appropriate iliac crest was prepared in the usual 
manner and small cancellous chips, approximately 4 
cm. long, 1 cm. wide, and 3 cm. thick, were removed 
and the cortical bone was discarded. The iliac 
wound was closed before the recipient site was ex- 
posed, in order to prevent any cross contamination. 
The granulating defect was thoroughly and gently 
irrigated with from 1 to 2 liters of normal saline 
solution, and the surrounding skin was prepared 
with ether, alcohol, and merthiolate, care being 
taken to get none in the recipient site. The grafts 
were then ‘‘shingled”’ or ‘“‘bricked”’ into place so as 
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to fill the defect. The wound was closed, except for 
a small opening or vent directly over the grafts, 
which was maintained by a vaseline gauze wick, and 
the part was immobilized in plaster. 

In from 3 to 6 weeks the wound was ready for 
secondary closure with a relaxing incision, pinch 
grafts, or a pedicled graft when necessary. There 
were 3 criteria for timing secondary or plastic closure: 
(1) no sinus tracts may be present; (2) healthy gran- 
ulations must cover all of the graft and the recipient 
bone; and (3) the surrounding soft tissues must not 
be edematous or inflamed. 

Twenty cases of chronic osteomyelitis were treated 
with grafts of iliac bone. Complete healing occurred 
within to weeks; in 8 cases healing required a longer 
period. Failure occurred in 4 cases. 

VERNON C. TuRNER, M.D. 


Pack, G. T., and Ehrlich, H. E.: Exarticulation of 
the Lower Extremities for Malignant Tumors. 
Ann. Surg., 1946, 123, 124: 965, I. 

Sacroiliac disarticulation or hemipelvectomy has 
been performed 132 times during the last 50 years. 
Billroth, Trendelenburg, McBurney, Wyeth, Senn, 
Halsted, and Brachear of Kentucky (1806) were 
among some of the early master surgeons who at- 
tacked this formidable operation. 

The present report is comprised of 25 cases of hip 
joint disarticulation. Five of these were combined 
with deep iliac dissection, and 6 amputations were 
made through the sacroiliac joint (hemipelvectomy). 

The indications are as follows: 

1. Large malignant tumors of the soft somatic 
tissues of the middle and upper thigh which cannot 
be adequately extirpated by thigh disarticulation. 

2. Malignant osseous and periosteal tumors, in- 
volving the upper end of the femur and traversing 
the acetabular structures. 

3. Fungating ulcerated neoplasms affecting the 
upper thigh, buttocks, groin, and hemilateral intra- 
pelvic tumors (these may require sacroiliac disartic- 
ulation). 

4. An infected neoplastic process, such as Kaposi’s 
hemorrhagic sarcoma. 

5. Massive osteochondroma of the innominate 
bone, and massive plexiform neurofibroma of the 
upper thigh and buttocks. 

In this series of 25 hip disarticulations performed 
by the authors, 7 were done for spindle cell sarcoma, 
4 for neurogenic sarcoma, 3 each for synovioma, 
chondrosarcoma, and melanoma, 2 for endothelial 
myeloma, and 1 each for rhabdomyosarcoma, retic- 
ulum cell sarcoma, and liposarcoma. Five of the 
operations were performed for palliation. 

The preoperative considerations include correction 
of the electrolyte derangement, i. e., anemia, de- 
hydration, hypoproteinemia. Elastic bandage was 
not recommended except in cases of melanoma when 
it might avert dissemination of the tumor cells into 
the blood stream. Antiseptic sprays and dressings, 
débridement of infected and necrotic tissue, and 
daily surgical cleansing of the vagina may enhance 
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early healing and prevent wound contamination 
Colonic irrigation and catheterization before surgery 
is also advised. 

The anal orifice is closed with a pursestring suture, 
and the scrotum in the male is sutured to the oppo- 
site thigh. The incision runs from the pubic tubercle, 
extending upward and outward, to a point beyond 
the iliac crest. The posterior incision courses above 
the greater trochanter and along the infragluteal fold 
to the perineum, joining the anterior incision at the 
superior border of.the symphysis pubis. The rectus 
abdominis is divided at its insertion and Poupart’s 
ligament is severed at both ends. The abdominal 
wall is detached from its pelvic floor which is dis- 
placed upward. Care must be exercised in mobilizing 
the spermatic cord medially. Besides retracting the 
peritoneum, intestines, and bladder, one must iden- 
tify the ureter and conserve its continuity. Double 
ligation of the external iliac vein is postponed until 
all the blood from the extremity has been returned to 
the vena cava. The pubic symphysis is exposed, 
skeletonized, and cut with a Gigli saw. After skele- 
tonizing the crest, the iliopsoas muscles are severed 
together with the iliacus, pyriformis, gemelli, and 
levator ani muscles. Transection of these muscles 
results in the complete exposure of the sacroiliac 
joint. Disarticulation of this joint is accomplished 
during the anterior phase of the dissection. Bleeding 
resulting from severance of both synchondroses may 
be controlled by packing. At this juncture, the pa- 
tient is turned on his unaffected side and the poster- 
ior dissection is terminated by dividing the gluteal 
muscles, sacral ligaments, lumbar nerve trunks, and 
gluteal and obturator arteries. The specimen is re- 
moved. 

Vigorous and troublesome bleeding may be 
avoided by ligation of the common iliac artery, but 
because of certain obvious drawbacks the authors do 
not recommend it routinely. Ligation of the com- 
mon iliac artery is alleged to cause retardation in 
the healing of the flap, necrosis, and secondary in- 
fection. The large nerve trunks are injected with al- 
cohol and ligated. 

The postoperative complications were: (1) ab- 
dominal distension, (2) paresis of the urinary 
bladder, (3) delayed wound healing due to necrosis 
of the muscle tags, lymphorrhea, and fat necrosis, 
(4) osteomyelitis (encountered once), (5) anemia, 
(6) hernia (none occurred in the authors’ series de- 
spite the fact that the abdominal organs were held 
in situ by skin, fascia and peritoneum). 

Six case reports of sacroiliac disarticulation follow. 
The first patient was 16 years old; disarticulation 
was performed for Kaposi’s hemorrhagic sarcoma of 
the lower extremity. The second patient was 57 
years old and was subjected to disarticulation for 
myxoliposarcoma of the buttocks. The third patient, 
aged 60, was operated on for chondrosarcoma of the 
pubis and ischium. The fourth patient, aged 15, was 
operated on for a neurogenic sarcoma of the thigh 
and pelvic parietes. The fifth patient, aged 45, was 
subjected to disarticulation for periosteal fibrosar- 
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Fig. 1. Incision for sacroiliac disarticulation. A, The anterior incision extends from 


the pubic tubercle to beyond the iliac crest, paralleling the inguinal ligament 


B, The 


posterior flap is outlined by carrying the lateral termination of the anterior incision 
downward, coursing above the greater trochanter and along the infragluteal fold to 
the perineum. C, The anterior and posterior incisions are then joined at the superior 
border of the symphysis pubis. (Courtesy of J. B. Lippincott Co.) 


coma of the ischium, and the last, aged 57, for extra- 
osseous osteogenic sarcoma of the groin and thigh. 

The soft neoplasms had the best prognosis. They 
were neurogenic sarcoma and nonmetastasizing low- 
grade spindle cell sarcoma of the fascial tendon type. 
Of the tumors in hard tissue (bone), chondrosarcoma 
gave the most favorable prognosis. 

One-third of all of the patients reported in the lit- 
erature who have been hemipelvectomized for ma- 
lignant neoplastic disease were reported to be clin- 
ically cured. Of the 6 cases reported an accurate 
prognosis cannot be ventured at this early postopera- 
tive period. SAMUEL L. GovERNALE, M.D. 


Gherlinzoni, G.: The Retracted and the Short Am- 
putation Stump of the Leg. Treatment and 
Prosthesis (Monconi flessie monconi corte di gamba: 
trattamento e protesi). Chir. org. movim., 1943, 
29: 37- 

There were 214 cases (17 per cent) of persistent 
flexion at the knee joint in the author’s material of 
1,245 leg amputations. The more stubborn cases 
were those healing after prolonged periods of suppur- 
ation of the stump with extensive cicatrization of the 
surrounding tissues. The irreducible character of 


the deformity is not so much the result of shortening 
of the ligaments and contraction of the capsule of the 
knee joint as of inflammatory infiltration or cicatri- 
cial changes in the muscles controlling the movements 
of the stump and knee joint. In the cases healing 
without suppuration, the flexed condition of the knee 
is likely to be corrected by physicotherapeutic meas- 
ures. The flexed attitude of the knee is the natural 
resting or relaxed posture of the knee joint during the 
period of healing and might be avoided in the begin- 
ning by prophylactic bracing or splinting of the limb 
during the period of healing. 

When the retraction has been allowed to become 
permanent and it resists correction by physicothera- 
peutic measures, operative procedures may be neces- 
sary.This is more likely to be the case when the ampu- 
tation stump is short, and it is chiefly with the problem 
of the short stump that the author is concerned. 
Capsulotomy of the popliteal region of the articular 
capsule of the knee may be indicated; however it is 
not likely to succeed in the cases not correctable by 
physicotherapy without the addition of some type of 
lengthening operation on the muscles or muscle ten- 
dons, and this, together with the long postoperative 
period of corrective splint or cast bearing, is likely to 
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affect adversely the already diminished mobility of 
the knee joint. 

In 5 of the more stubborn flexion deformities, 
therefore, a supracondylar osteotomy was done, and 
in a patient with marked osteoporosis the femur was 
broken manually and the bone allowed to heal with 
the stump in the extended position. The author 
thinks that this is the first time that osteotomy has 
been done for this condition. 

The osteotomy consisted of an incision over the 
lateral aspect of the lower end of the femur, this bone 
being approached by blunt dissection between the 
vastus lateralis and the rectus anterior muscles. A 
wedge of bone is chiseled through the femur with the 
base of the wedge anterior, which guards against pos- 
sible injury to the popliteal vessels and nerves. The 
limb is then immobilized in a cast for 2 months. In 
1 patient in whom the amputation stump was so 
short as to be of no use, the idea of operation was 
rejected and the limb abandoned to the wearing of an 
end weightbearing prosthesis. 

At the author’s institution (/stituto Rizzoli, Bo- 
logna, Italy) the construction of the prosthetic appa- 
ratus for these patients has in general followed the 
lines laid down by Mommsen with the hinge 1 or 
2 cm. above the fulcrum of the knee joint; however, 
some refinements have been added, including a 
leather cap for the stump which provides a snug fit 
of the stump in the leg section and a single bearing 
surface at the ischium. A cutout from a moving pic- 
ture film shows the naturalness of the gait with this 
apparatus on the amputated patient. In all these 
short stump patients the classic operations for length- 
ening of the stump proved not to be necessary. 

Joun W. BRENNAN, M.D. 


Alldredge, R. H., and Thompson, T. C.: The Tech- 
nique of the Syme Amputation. J. Bone Surg., 
1946, 28: 415. 

The merits of the Syme amputation, first describ- 
ed over 100 years ago, have been debated more than 
thoseofany other majoramputation. It wasemployed 
rather extensively by the British and Canadians in 
World War I. The followup on the British cases 
has shown the results to be so unfavorable that the 
surgeons and limbfitting surgeons there have con- 
demned the operation completely, the chief cause 
being imperfect stumps which result from surgery 
done in the presence of, or too soon after, sepsis. 
Many Canadian surgeons, however, strongly advo- 
cate the operation whenever it is indicated. The 
authors do the same, basing their opinion upon the 
results in 75 amputations done in the Army. 

The normal tough plantar skin of the heel is 
brought forward directly beneath the tibia where 
the weight of the entire body is transferred into the 
socket of the prosthesis without any friction against 
scarred areas. The stump is longer and gives better 
leverage and is capable of full end bearing, with or 
without a prosthesis. The Syme prosthesis does not 
extend above the knee and is easier to fit than a 
below the knee stump. The Syme amputation also 
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Fig. 1. The line of incision for the Syme amputation. 


has many advantages over amputation through the 
foot, which is then too short for good function. 
Frequently there is muscle imbalance which permits 
an equinus deformity. The Syme amputation is the 
only amputation recommended at the ankle joint. 

Unfortunately, the indications for the Syme am- 
putation are restricted. Approximately 2 per cent of 
American Army amputees from World War II have 
had the Syme amputation. It requires greater skill 
on the part of the surgeon, with regard to the proper 
selection of cases, the operative technique, and the 
postoperative care than any other amputation. The 
bulbous ankle may be objectionable, particularly to 
young women. 

The Syme amputation should not be performed 
after ligation of major vessels until sufficient time 
has elapsed for good collateral circulation to develop. 
It should not be done in the presence of sepsis, or 
in the presence of peripheral vascular diseases, such 
as thromboanginitis obliterans of arteriosclerosis; 
and it should not be done upon diabetic patients. 
Spina bifida and loss of sensation in the heel from 
injury or disease of the peripheral or central nervous 
system constitute clear cut contraindications. 

Its greatest field of usefulness is in young men who 
are otherwise in good physical and mental condition 
but who have suffered the traumatic loss of the 
greater part of the foot. A good Syme amputation 
may be done if as much as 1 inch of good plantar skin 
is left on the heel. It may be performed for loss of 
the forefoot due to frostbite, trenchfoot, freezing, or 
any combination of these injuries, provided that suf- 
ficient time has elapsed for the local circulation to 
be re-established, and that persistent tenderness is 
not present in the soft tissue covering of the heel. 

The extremity should be cleaner, surgically and 
bacteriologically, than for any other amputation. If 
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Fig. 2 


Fig. 2. A, All soft tissue structures are divided in the 
line of the skin incision, down to the bone. The ankle is 
dislocated forward by cutting the talofibular and calcane- 
ofibular ligaments from the inside of each malleolus. 
B, In short foot stumps the bone hook is then inserted 
into the talus to facilitate pulling the parts forward, while 
the calcaneus is dissected extraperiosteally out of the 
heel flap. 

Fig. 3. A, After the calcaneus has been dissected out 
extraperiosteally, the malleoli are exposed and sawed off. 
1. Peroneus brevis. 2. Peroneus longus. 3. Nerve (super- 
ficial peroneal nerve). 4. Extensor digitorum longus. 5. An- 
terior tibial. 6. Extensor hallucis longus. 7. Saphenous 
vein. 8. Posterior tibial tendon. 9. Flexor digitorum longus 


edema is present it is relieved by bed rest, elevation, 
wrapping, and, if necessary, by novocaine block of 
the sympathetic trunk. Cultures should be taken 
from all open wounds and operation postponed until 
the cultures are sterile. 

The authors describe their technique minutely. 

In general, the operation is performed in three 
major steps: 

The first step consists of the skin incision, dislo- 
cation of the ankle, and extraperiosteal removal of 
the calcaneus. 

The second step consists of sawing off the malleoli, 
cutting tendons and nerves, débriding the heel flap, 
and ligating the major vessels. The saw line is placed 
as far distally as possible. Care must be exercised in 
handling the posterior branches of the tibial nerve, 
since they are so closely associated with the corre- 
sponding vessels. 

The third step consists of clamping, or ligating the 
small vessels until a dry field has been obtained, clos- 
ing the stump, draining, and dressing. 

No subcutaneous sutures are used, and the result- 
ing suture line lies straight across the anterior aspect 
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Fig. 4 

10. Medial plantar nerve. 11. Lateral plantar nerve. 
12. Flexor hallucis longus. B, The saw line is placed as far 
distally as possille, and usually some of the articular carti- 
lage on the end of the tibia is left (see Fig. 4A). 

Fig. 4. A, All tendons and nerves, except the tendo cal- 
caneus, are pulled down, cut at the saw line, and allowed 
to retract proximally. The white island in the center of 
the end of the tibia represents cartilage. The heel flap is 
débrided and all muscle, fascia, periosteum, and loose de- 

‘ strands of tissue are removed. b, The thick edge 
of the heel flap is trimmed; the sharp edge of the wedge 
faces anteriorly, for ease of closure. The tourniquet is 
then removed, and the remaining open vessels are clamped 
and ligated. Complete hemostasis is desirable. 


of the stump. The resulting lateral projection of the 
skin forming dog ears is never trimmed as this might 
devitalize the flap. The dog ears disappear later as a 
result of proper use of the compression bandage. 
It is important never to apply the postoperative 
dressing with the knee in flexion. The reader is 
referred to the original article for more exact de- 
tails. 

The leg is elevated on pillows and kept elevated 
until the wound is healed. The first postoperative 
dressing is changed in 24 hours, and the drain may 
be removed at this time or left in place for as long 
as 7 days. The stitches are removed on the four- 
teenth day, and the foot of the bed is leveled and 
elevation of the extremity is discontinued, but the 
limb is not allowed to hang down until the end of the 
third week after operation. If the circulation to the 
heel flap is threatened during the postoperative pe- 
riod, novocaine blocks of the sympathetic trunk are 
carried out while the patient is in bed. Ordinarily a 
walking pylon is applied between the third and fourth 
weeks and the patient is permitted up with crutches 
for the first week, after which he usually walks with 
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full weight bearing, without support. After about 4 
weeks of use of the plaster pylon a plaster mold of 
the stump and leg is taken for the permanent pros- 
thesis anda second pylon is applied until the prosthesis 
is fitted. 

In all 75 cases the immediate results were com- 
pletely satisfactory to the patient and to the sur- 
geon. No extended followup study has been possible, 
since the first patients in the series were operated 
upon only about 3 years ago. 

VERNON C. TuRNER, M.D. 


FRACTURES AND DISLOCATIONS 


Laurence, G.: Traumatic Nerve Lesions in Children 
after Supracondylar Fracture of the Humerus 
(Lésions traumatiques des nerfs au cours des frac- 
tures supra-condyliennes de l’humérus chez |’en- 
fant). Rev. chir., Par., 1946, 65: 87, 165. 

In a series of 177 cases of supracondylar fracture, 
21 nerve lesions were observed. The median nerve 
was involved in 11 cases, the ulnaris in 6, and the 
radialis in 4. 

In all cases in which the median nerve was in- 
volved the distal fragment was displaced posteriorly. 
Six of these cases required surgery; in 3 of these the 
nerve was intact macroscopically but stretched over 
the end of the fragment, in 2 cases the nerve was 
caught between the fragments, and in 1 case the 
nerve was bruised. Complete recovery occurred in 
all within from 2 to 6 months. The most constant 
symptom was the absence of flexion of the second 
thumb phalanx. In most of the cases flexion of the 
second and third phalanx of the index was also im- 
possible, and in 5 cases the opponens pollicis was 
paralyzed in addition, but pronation and supina- 
tion were not impaired in any case. As the median 
nerve courses close to the brachial vessels, the nerve 
lesion is often complicated by compression of the 
artery. 

In contradistinction to paralysis of the median 
nerve, the symptoms in involvement of the ulnar 
nerve appeared only a considerable time (from 18 
days to 7 months) after the fracture. The author 
believes that this delayed appearance of the paralysis 
is not due to secondary compression by the callus 
but to the fact that in the ulnar nerve it takes a 
longer time till the primary injury produces clinical 
symptoms. The nerve may have been injured by 
the trauma itself or, more probably, by forced re- 
duction or heavy traction on a Kirschner wire. The 
typical claw hand position of the fourth and fifth 
fingers develops only after many months, if at all. 
The paralysis was treated by electrotherapy. Four 
of the 6 patients recovered completely. 

In 2 of the 4 cases of paralysis of the radius, sur- 
gery was required to liberate the nerve, which in 1 
case was caught between the fragments, and in the 
other case was compressed by the callus. Three of 
the 4 patients recovered completely. 

It is important to differentiate between these in- 
dividual nerve lesions and the ischemic paralysis due 
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to bruising or obstruction of the brachial artery. In 
the latter condition, all 3 of the nerves are involved. 
WERNER M. Sotmitz, M.D. 


Beluffi, E. L.: Isolated Traumatic Luxation of the 
Fibula (Le lussazioni traumatiche isolate del 
perone). Gior. ital. chir., 1946, 2: 157. 

The medical literature contains only 21 instances 
of luxation at the tibiofibular articulations. The case 
here reported is the twenty-second, which has been 
verified by roentgen examination. There has been 
1 report of luxation at the lower tibiofibular joint 
and 1 of luxation at both the upper and lower ar- 
ticulations. All the rest have been upper joint luxa- 
tions and 17 of these, including the one here re- 
ported, have been examples of anterior luxation of 
the fibular head. This accident has been most prev- 
alent in young males of from 15 to 35 years of 
age, and has nearly always occurred in sports as 
the result of the long jump, that is, the result of 
indirectly applied forces. 

The case here reported was that of a 24 year old 
student who was performing an exercise consisting 
of leaping into the air and turning about. Instead 
of landing upright and with both feet simultane- 
ously, the student struck the earth with the right 
foot and thigh and with his body doubled up like 
a book. The right heel received an especially severe 
blow. There was a sensation of grating at the knee 
with severe pain, and the victim was unable to rise 
from the ground. 

The head of the fibula was easily pushed back into 
place while the leg was maintained at go degrees 
flexion and the foot in internal rotation and dorsi- 
flexion. The patient was discharged 25 days later, 
completely healed by means of ordinary physio- 
therapeutic measures. Joun W. Brennan, M.D. 


ORTHOPEDICS IN GENERAL 


Niebauer, J. J.: Development of Squamous Cell 
Carcinomas in the Sinus Tracts of Chronic 
Osteomyelitis. J. Bone Surg., 1946, 28: 280. 


Two cases of squamous cell carcinoma, arising 
from epithelized, chronic sinuses of bone, were seen 
in the Orthopedic Division of the Department of 
Surgery of the Stanford University School of Med- 
icine. 

The malignant degenerative change may occur as 
cauliflowerlike epitheliomas arising deep within the 
sinus, and diagnosis may be difficult unless biopsy 
is done in the operating room under direct vision of 
the entire sinus. Malignant change develops most 
often between the ages of 40 and 60 years in sinuses 
with osteomyelitis of from 20 to 50 years’ duration. 

Increased foul discharge, increased pain, bleeding 
from a sinus, and pathological fracture are indicative 
of malignant change. The carcinomas tend to be 
well differentiated squamous cell epitheliomas with 
little tendency to metastasize. 

Amputation is usually the best method of treat- 
ment. VERNON C. TuRNER, M.D. 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


Caldwell, G. A., Broderick, T. F., Jr., and Rose, 
R.M.: Sympathetic Block of the Stellate Gan- 
glion. Its Applications in Orthopedic Condi- 
tions. J. Bone Surg., 1946, 28: 513. 


The diagnostic, prognostic, and therapeutic appli- 
cations of sympathetic block to the lower extremity 
are well known and have been employed frequently. 
In contrast, regional block of the sympathetic nerves 
supplying the upper extremity has been neglected. 
Stellate block is equally applicable not only to simi- 
lar conditions of the upper extremity, but to many 
other painful conditions as well. 

The authors employed infiltration of the stellate 
ganglion with procaine hydrochloride in approxi- 
mately 400 cases of painful orthopedic lesions in the 
upper extremities, from which they selected for pres- 
entation 18 cases of acute subdeltoid bursitis, 12 
cases of periarthritis, 5 cases of myositis and fibrositis, 
8 cases of hypertrophic arthritis, 5 cases of the infec- 
tious arthritis, 25 cases of pain and swelling follow- 
ing trauma, and 5 cases of causalgia following 
trauma. In each category, only those cases were 
chosen which had been followed up carefully. 

The authors tried all the approaches described in 
the literature and obtained the most consistently 
satisfactory results from modifications of the descend- 
ing infiltration technique of De Sousa Pereira. 

In technique I, the patient is supine, with the head 
rotated to the opposite side to make the sternoclei- 
domastoid muscle stand out. The sixth cervical ver- 
tebra is located in relation to the seventh cervical 
spinal process posteriorly, and to the cricoid cartilage 
anteriorly. The finger, inserted toward the sixth 
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cervical transverse process, displaces the sternoclei- 
domastoid and the carotid sheath structures lateral- 
ly, and the trachea medially. The finger is pushed in 
until it touches the sixth cervical transverse process 
or the region of origin of the scalenus anterior, and is 
held there. The needle is inserted directly below and 
parallel to the finger until it touches or approximates 
the transverse process. 

In technique II the patient is supine. The head 
is turned up and away from the side to be blocked, 
in order to make the sternocleidomastoid muscle 
stand out. The sixth cervical transverse process is 
located as before. The sternocleidomastoid and ex- 
ternal jugular vein are displaced anteriorly and the 
needle is inserted at right angles to the tip of the 
thumb, which is held on the posterior margin of sterno- 
cleidomastoid, anterior to the sixth cervical trans- 
verse process. 

The authors conclude that in cases of recent acute 
lesions of the upper extremity, stellate block affords 
relief from pain which is almost universally gratify- 
ing. In chronic cases in which the lesions have been 
present until such anatomical changes as adhesions, 
erosion of cartilage, or aberrant calcification have 
supervened, only transitory relief from pain can be 
obtained and adjunctive physical therapy should be 
employed. The range of physical therapy tolerated 
is in direct proportion to the relief of pain afforded by 
stellate block; and in cases showing definite but 
transient improvement, it may be well to consider 
blocking with more noxious chemicals, such as alco- 
hol derivatives, or even employing sympathectomy. 

Rupotps S. Rercu, M.D. 
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BLOOD VESSELS 


Chetverikow, H. C.: Concerning Vasospastic Dis- 
ease (Morbus vaso-spasticus). Vrachebnoe Delo, 
1946, No. 1-2, p. 22. 


Intermittent attacks of pain, characterized by dis- 
turbances of the blood vascular system, have been 
classified into various symptomatic groups, which 
have been discussed as true diseases, each demanding 
its own method of treatment. 

The author discusses the evidence for the common 
vasospastic origin of such divergent manifestations 
as hemicrania, angina pectoris, crises of abdominal 
and renal pains, hemorrhagic brain insult, essential 
meningeal hemorrhage, the vasomotor Méniére’s 
syndrome, Raynaud’s disease, true epilepsy and ulcer 
pains, and suggests that these manifestations be 
placed under one group and be designated morbus 
vasospasticus. These conditions have previously 
been tentatively grouped together and ascribed to a 
general disturbance of the cardiovascular tonus; 
however, the author thinks that the basis for them 
may be found as much in the pathological irrita- 
bility of the sensory and motor apparatus distributed 
in the walls of the vessels, as in the conditions of 
tonus of the constituent smooth muscle fibers. He 
agrees with other writers in that he thinks that this 
irritable condition acts under the influence both of 
the central nervous system, and of chemical irritants 
arriving by way of the blood stream. 

The author has had the opportunity of studying a 
number of patients in whom 2 or more of the cited 
painful syndromes had developed concurrently, or in 
succession, and he gives 3 case reports in an attempt 
to emphasize the general evidence of interdependence 
among these different symptomatic conditions. 

All of the patients were in middle life and all had 
a long history of cyclic, or rhythmic, attacks of 
migrainelike pain in the head with temporary dark- 
ening, or even momentary loss of consciousness (dis- 
turbance of the cerebral circulation). In all, these 
head pains were followed or preceded, at greater or 
lesser intervals of time, by rather typical attacks of 
angina pectoris, with the pains radiating to the left 
shoulder and hand, and all of the patients sooner or 
later developed painful crises in the abdomen, which 
in 2 instances could be controlled by heat treatments 
and vasodilative drugs and other more simple meas- 
ures. In the third case, however, an old syphilitic 
with evidence of generalized arterial involvement, 
the abdominal crises eventuated ultimately in an 
acute abdomen and death. The autopsy in this in- 
stance disclosed a mural thrombus of the abdominal 
aorta, a fresh thrombus in the superior mesenteric 
artery with spotty necrosis of the small intestines, 
and, of course, acute peritonitis. In this corpse there 
were also disclosed areas of cerebral softening, and 
of myocardial and hepatic degeneration. 


The author believes that these cases can be ex- 
plained as far as the principal manifestations are con- 
cerned by the assumption of a common spastovas- 
cular disease involving various segments of the vas- 
cular system with consequent variance of the clinical 
manifestations. Joun W. BRENNAN, M.D. 


Haile, J.: Preservation of the Vein in Operations 
og Arteriovenous Fistula. Lancet, Lond., 1946, 2: 
a 

Although the usual operation for arteriovenous 
fistula has been proximal and distal ligation of both 
the involved artery and vein, the author finds that 
such a procedure is frequently followed by symptoms 
of venous obstruction. Patients complain of pain 
with dependency or heating, dependent edema, cy- 
anosis, and engorged veins. These manifestations 
are exaggerated by sympathectomy. 

In patients with acute arterial injury requiring 
ligation of a main artery, simultaneous venous liga- 
tion probably decreases the danger of gangrene. 
However, because of the rich collateral circulation 
which develops in the presence of an arteriovenous 
fistula, sacrifice of a main artery is well tolerated. 

In a small number of cases all arterial connections 
of the arteriovenous fistula were severed but the 
vein was left intact. The authors believe that pres- 
ervation of the vein resulted in less residual disabil- 
ity. THEODORE B. MAssELL, M.D. 


Leriche, R.: Thrombotic Obliteration of the Bifur- 
cation of the Aorta (De |’oblitération thrombo- 
sique du carrefour aortique). Lyon chir., 1946, 41: 5. 


A syndrome is described which results from oblit- 
eration of the bifurcation of the aorta by thrombosis. 
The author believes that the thrombus usually be- 
gins in one common iliac artery and progresses grad- 
ually toward the aorta until, finally, both iliac arter- 
ies and the bifurcation are obliterated. In some cases 
the process may originate in the aorta whence it 
spreads down the iliac arteries. While recanalization 
may occur it is of no functional significance. Gener- 
ally there is an intense periarteritis around the 
thrombosed aorta involving the lymph nodes and the 
distal end of the sympathetic chain. Probably the 
thrombosis originates at the site of an atheroma- 
tous plaque. The condition occurs most often be- 
tween the ages of 45 and 60 but the author has noted 
the first manifestations before the age of 30. 

The symptoms are of gradual onset and manifest 
themselves in the genitalia as well as in the lower 
extremities. Subjectively, the patients complain of 
extreme fatigability of the lower extremities rather 
than true intermittent claudication and they find it 
impossible to maintain an erection because of the 
diminished blood supply to the cavernous bodies. 
On examination the calves and feet are pale even in 
the upright position; there are no palpable pulses be- 
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low the aorta and there is a generalized atrophy of 
both lower extremities. Oscillometry confirms the 
absence of arterial pulses, although a slight vibration 
is often perceptible in the upper thigh. The blood 
pressure is slightly elevated in the upper extremities. 
If the patient has had any wounds anywhere in the 
legs or thighs they frequently will have failed to heal 
and instead will have formed indolent ulcers. The 
diagnosis can be confirmed by x-ray visualization of 
the aorta under pentothal anesthesia, but the author 
points out that this procedure is not without danger. 

The disease progresses very slowly but results in 
gangrene after from 5 toro years. The gangrene is of 
gradual onset, is likely to be of the dry variety, and 
may appear simultaneously in several areas from the 
trochanters to the toes. It progresses slowly, is as- 
sociated with intractable pain, and ends in cardiorenal 
failure or terminal pneumonia. 

The slow progress of the disease is explained by the 
rich collateral circulation to the femoral vessels from 
the lower aorta. The termination is thought to be the 
result of upward extension of the thrombosis and, 
at times, involvement of the accompanying veins. 

Treatment consists of bilateral lumbar sympathec- 
tomy and resection of the bifurcation of the aorta. 
In resection of the lumbar ganglia a high sympathec- 
tomy (including Lr) is advocated, not only be- 
cause the vasomotor supply to the collaterals through 
the pelvis originates at a fairly high level, but also 
because it is believed that a high incision is less likely 
to destroy any of the needed collateral vessels. Re- 
section of the terminal aorta and the common iliac 
arteries may be extremely difficult because of the 
marked degree of periarterial scarring which accom- 
panies this condition. While the author suggests the 
desirability of performing the entire operation in one 
stage, he notes that most often a 2 stage procedure is 
necessary. At times he has had to limit himself to 
sympathectomy alone without resection of the throm- 
bosed arteries. However, he considers the latter pro- 
cedure inadequate because it fails to halt the upward 
extension of the thrombosis in the aorta. When re- 

sction is carried out it should extend up to a level at 

vhich the aorta is patent. Several case reports are 
given in some detail. THropore B. Massett, M.D. 


Frieh, P., and Morel, A.: A Case of Obliteration of 
the Bifurcation of the Aorta (Leriche’s Syn- 
drome) Treated by Resection of the Bifurcation 
(Un cas d’oblitération du carrefour aortique [syn- 
drome de Leriche] traité par la résection du carre- 
four). Lyon chir., 1946, 41: 17. 


A case report is made of a male, 43 years old, who 
first manifested intermittent claudication in both 
legs, sensitivity to cold, diminished amplitude of 
pulsations (ascertained by oscillometry) and absent 
palpable pulses below the femoral canal. While 
under observation all pulsations disappeared in both 
lower extremities and the patient lost his sexual 
power completely. 

At operation the terminal aorta and both common 
iliac arteries were found to be obliterated by an 


organized thrombus. Considerable perivascular 
scarring was encountered around the thrombosed 
vessels. The bifurcation of the aorta was excised 
along with the second and third left lumbar sympa- 
thetic ganglia. Return of sexual function occurred 
within 15 days. Two months later the third right 
lumbar ganglion was excised. 

Eighteen months later both feet were still warm, 
intermittent claudication was still present, but ex- 
ercise tolerance was improved. The sexual function 
remained satisfactory. 

THEODORE B. MAsseELL, M.D. 


Higgins, W. H.: Periarteritis Nodosa: Clinical Mani- 
festations and Postmortem Findings, with a 
Report of 6 Cases. South. M.J., 1946, 39: 453. 


The clinical manifestations and laboratory find- 
ings of periarteritis nodosa are protean, depending 
on the organs involved and the stage of advance- 
ment. More commonly the symptoms at the onset 
are gradual and present the picture of sepsis of un- 
known origin. As the disease progresses, one’s at- 
tention is drawn to certain organs or systems which 
contribute to the confusion, and to frequent errors 
in diagnosis. Fever, malaise, abdominal discomfort, 
dyspnea, and paresthesias are common complaints. 

Specialists in different branches of medicine have 
reported the disease as simulating well known clini- 
cal entities ranging from obscure neurological syn- 
dromes to trichinosis or undulant fever. Laboratory 
studies are not particularly helpful except in a 
negative way, unless an eosinophilia is present. In 
1939, Rachemann reported the frequent occurrence 
of eosinophilia, sometimes reaching a concentration 
of 60 to 80 per cent of the white cells. This is partic- 
ularly true when asthma is a part of the symptoma- 
tology. In fact it is his conclusion that the particular 
symptom complex characterized by asthma of the 
intractable type, pain and numbness in the extrem- 
ities, and an eosinophilia in the blood of at least 25 
per cent, is probably periarteritis nodosa, and the 
prognosis is bad. A moderate to high leukocytosis is 
generally present. 

The article deals with 6 proved cases of periar- 
teritis nodosa, one of which is from the personal files 
of the author. The others are taken from the records 
of the Medical College of Virginia. An analysis of 
these 6 cases shows a remarkable similarity of com- 
plaints notwithstanding the fact that the histories 
were taken by different individuals of varying abil- 
ities. In practically every instance in these and 
other reported cases the symptomatology is so 
strikingly similar that one is surprised at the small 
percentage of correct ante mortem diagnoses. It is 
probably true that at least 95 per cent are recognized 
only by the pathologist, and many other cases are 
incorrectly diagnosed clinically as such, with final 
recovery. Unfortunately a biopsy only occasionally 
provides the necessary information, since the nodules 
are seldom accessible and a section of muscle rarely 
contains the specific vascular changes. In spite of a 
general glandular enlargement these structures only 
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infrequently are diagnostic, and their removal is not 
as a rule helpful. 

The most promising material for study is the vas- 
cular nodules and skin lesions such as purpuric spots 
which are occasionally found. In fairness to the clini- 
cal staff it should be remembered that the usual symp- 
toms are in no way specific and may apply equally to 
a large number of other clinical entities. 

In the present series, the ages of the patients 
varied from 31 to 55, although reports on children 
as young as 2!4 years are on record. Males are af- 
fected four times as frequently as females, and about 
50 per cent of cases are found in the third and fourth 
decade of life. Approximately 300 cases are now in 
the literature and, naturally, many more are un- 
published. 

A composite picture of a typical case of periar- 
teritis nodosa could be woven into the record of a 
young man who for several months had been suffer- 
ing from loss of weight, weakness, generalized pain 
in the joints and abdomen, swelling of the ankles, 
dyspnea, and marked anemia. He would probably 
have some neurological manifestations such as optic 
atrophy, numbness of his extremities, and weakness 
of one or more groups of muscles. He would show 
evidences of cardiovascular renal disease, and his 
temperature would vary over a long period. His 
blood would show a marked anemia, leukocytosis, 
and possibly an eosinophilia. If, as Rachemann has 
pointed out, sensory disturbances are included with 
this syndrome, the diagnosis of periarteritis nodosa 
is probable. Considerable interest is being shown in 
the neurological manifestations. Boyd has reviewed 
various psychiatric disturbances presenting such 
syndromes as delusions of persecution, negativism, 
and dementia. These syndromes have been noted 
chiefly in the older group. Other symptom com- 
plexes have shown meningeal irritations character- 
ized by convulsions, either generalized or jacksonian. 

Three of the author’s patients had spinal fluid 
pressures of over 200 mm. of water, 1 patient gave a 
history of recurring convulsions, and 2 others de- 
veloped mild delirium. Not infrequently the mesen- 
teric vessels and adrenal glands show typical vas- 
cular changes. Death occurs in at least go per cent 
of cases, most commonly as a result of hemorrhage 
from a viscus, from perforation in the intestine 
secondary to an infarct in the mesentery, or from 
renal failure. In this series there were 2 fatal in- 
testinal perforations and 1 hemorrhage from a liver 
aneurysm. ; 

Periarteritis nodosa, therefore, presents a multi- 
plicity of pathological and clinical manifestations, 
and the condition should be considered as a possibil- 
ity in every patient with obscure or generalized 
symptoms. BENJAMIN GOLDMan, M.D. 


Lindskog, G. E.: The Surgery of the Innominate 
Artery. N. England J. M., 1946, 235: 71. 


The author has reviewed the literature on the sub- 


ject of surgery of the innominate artery. The indi- 
cations for, and the technique and results of opera- 
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tion are discussed. Eighteen cases have been added 
since a review by Greenough in 1929, and a total of 
107 cases of ligation, excision, or suture of the in- 
nominate artery, with an operative mortality of 54 
per cent, are recorded. Since 1900 there have been 
61 cases, with a mortality of 31 per cent. Nineteen 
cases of survival after surgery for innominate aneu- 
rysm, including the case presented by the author, are 
tabulated. A report of this case is presented in de- 
tail. 

Ligation of the innominate artery has been per- 
formed for 4 indications: (1) recent wounds of this 
vessel and its two major branches, 11 cases, (2) trau- 
matic aneurysm of the innominate, subclavian, and 
carotid arteries, 20 cases, (3) spontaneous (usually 
syphilitic) aneurysm of these vessels, 75 cases, and 
(4) control of remote bleeding, 1 case. A table show- 
ing the indications and the results is presented. 

There can be no question of the propriety of, and 
necessity for operation in traumatic lesions of the in- 
nominate artery and its bifurcation. The situation 
is urgent, and many of the patients have not sur- 
vived the immediate injury, which is usually due to 
a gunshot, shrapnel, or stab wound. 

The problem of syphilitic or nonspecific aneurysm 
(usually called “spontaneous aneurysm”’) requires 
more detailed consideration and evaluation of data. 
Practically all these patients have had diffuse arte- 
rial and complicating visceral disease. The average 
age in this group was 47 years. The average age in 
the traumatic cases was 28 years. The incidence of 
therapeutic failure, especially after simple ligation, 
was higher in the spontaneous aneurysms than in the 
traumatic cases. The life of a patient afflicted with 
such an aneurysm is usually a miserable one because 
of pressure symptoms, which include severe pain, 
dysphagia, hoarseness, and dyspnea, and there is al- 
ways the ominous threat of rupture into the pleural 
cavity or trachea or through the skin as a terminal 
event. 

A few reported cases with small aneurysms in the 
third subclavian area, because of their small size and 
position, the presence of brachial pain, and the ab- 
sence of clinical syphilis, were reminiscent of aneu- 
rysm due to cervical rib. However, they hardly con- 
stituted a proper indication for the operation as per- 
formed, since this type of case does not have a tend- 
ency to progression and is satisfactorily managed 
by local surgery. 

The ideal treatment of an aneurysm, whether trau- 
matic or spontaneous, is either a Matas end-aneurys- 
morrhaphy or proximodistal ligation and excision of 
the sac. In the case of the innominate artery the 
Matas operation does not lend itself to practical 
application, and there is no record of its deliberate 
use. Complete isolation and excision of the sac 
have been accomplished in only 3 cases, in all of 
which the results were successful. Resort to the 
simpler procedure of ligation in continuity has been 
the rule, because of technical difficulties or the pa- 
tient’s condition. Proximal ligation of the innom- 
inate artery with ligation of the carotid and subcla- 
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vian arteries distal to the aneurysm (the so-called 
triple operation) has been performed more fre- 
quently than has radical excision, and the results 
have been better than those of proximal ligation 
alone. 

The author notes that in 9 of 58 cases, cerebral 
complications are reported to have caused post- 
operative death, and temporary disability occurred 
in a few other cases. The average age in the fatal 
cerebral cases was 40.0 years, as compared with 42.5 
years for the eutire series. These facts suggest that 
the inherent vascular pattern is of more importance 
than the age factor. 

Not a single case has been reported in which gan- 
grene of the upper extremity followed ligation of the 
innominate artery, a fact that emphasizes the abun- 
dant collateral vascular pathways in the shoulder 
girdle and axilla (intercostal-subscapular). The oc- 
currence of late ischemic pain, paresthesia, and mus- 
cular weakness in the arm, however, has occasionally 
been noted and quite generally disregarded from the 
therapeutic standpoint. Although aneurysm of the 
innominate artery frequently produces Horner’s syn- 
drome on the right side, there is recorded evidence 
in some cases that a sympathetic release with vaso- 
dilatation occurs in the vessels of the right upper ex- 
tremjty within 12 to 24 hours after operation. 

In view of the technical difficulties connected 
with exposure of the innominate artery and the high 
mortality in the earlier cases, various indirect or 
simpler therapeutic approaches for aneurysm of this 
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artery have been devised and tried. One is the ap- 
plication of the wiring technique, which has been 
associated with uncertain results and with the com- 
plications pertaining to this method in other vessels. 
A second is the technique of Brasdor-Guinar, namely, 
ligation of the subclavian and carotid arteries distal 
to the aneurysmal sac. The author notes that long 
term cures of from 5 to 21 years have been reported 
with the use of this method. 

Finally, innominate aneurysm has been treated by 
the creation of an arteriovenous fistula between the 
common carotid artery and the jugular vein with an 
end-to-end technique. Eight such cases have been 
reported by McCarthy. All of these cases had pos- 
itive serological reactions at the time of operation. 
There were 2 operative deaths, one apparently due to 
anesthesia and the other to embolism, and 2 later 
deaths, one at 5 weeks from myocardial failure and 
the other at 4 weeks from rupture of the aneurysm. 
Four patients survived, 1 for more than 4 years, and 
2 of them were able to resume work. 

The earliest operations on the innominate artery 
were carried out through a cervical or supraclavic- 
ular muscle cutting incision. It seems clear that ad- 
equate and safe exposure for surgery of the innomin- 
ate artery demands some type of clavicular and man- 
ubrial section or resection. A median section of the 
manubrium carried through to the second interspace, 
with section of the right clavicle in its medial third, 
gave adequate exposure and a good result in the 
author’s case. HERBERT F. Tuurston, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Bauer, G.: Thrombosis, Early Diagnosis, and Abor- 
tive Treatment with Heparin. Lancet, Lond., 
1946, 1: 447. 

The available figures suggest that thromboembolic 
complications occur after about 1.6 per cent of all 
surgical operations, or in every sixtieth patient. Of 
these patients every sixth one dies of pulmonary em- 
bolism. Of the women in childbed, (about 1.2 per 
cent) every eightieth one develops this complication, 
and of these not quite every twenty-fifth one dies. 
Among the patients in medical wards the incidence 
and mortality from this condition are just as among 
those in the surgical wards generally. In cases of 
fracture or other trauma of the lower limbs throm- 
botic complications are particularly common, with 
an incidence up to 15 per cent. 

The incidence and mortality seem to have re- 
mained unaltered for several decades. Now, however, 
a change for the better appears possible through 
the use of specific anticoagulative remedies. 

Heparin can be used as a prophylactic, but is best 
employed as a remedy for already existing thrombo- 
sis. To obtain the best results the diagnosis must be 
made at the earliest possible stage. It now appears 
to be established that the process almost always be- 
gins in the deep veins of the lower leg. Diagnosis at 
this early stage is facilitated and confirmed by phle- 
bography. 

If intensive heparinization is instituted at this 
stage, with doses from 300 to 500 mgm. (from 24,- 
000 to 70,000 international heparin units) a day ac- 
cording to a definite schedule, the disease is generally 
aborted. After from 3 to 5 days the acute symptoms 
usually subside, and the pulse and temperature re- 
turn to normal. As a rule it is then possible to allow 
the patients to get up. They can leave the hospital 
within a few days and soon resume their work. 

More advanced thrombosis accompanied by phleg- 
masia alba dolens responds welltothesametreatment, 
but requires more time and larger doses for cure. 

Massive pulmonary embolism reacts favorably to 
heparin. Large doses, administered early, prevent 
further deposits on the embolus, and generally carry 
the patient over the first critical 24 hours, after 
which recovery is almost as quick as in uncomplicat- 
ed thrombosis. 

In a series comprising 622 patients with thrombo- 
sis treated on this principle in Sweden, there were 
only 5 deaths. Good results have also been reported 
from Canada. Thus it now seems possible, with the 
aid of heparin, to reduce the mortality from throm- 
bosis to under 1 per cent, as compared with the 
previous figures of from 16 to 20 per cent for surgical 
and medical cases and from 3 to 5 per cent for ob- 
stetrical cases. 


In the past the period by which the stay in the hos- 
pital has been prolonged by an attack of thrombosis 
has been about 6 weeks. With heparin treatment it 
is generally no more than from 6 to 9 days. 

Clinical and phlebographic studies have shown 
that patients surviving thrombosis develop serious 
after effects which have received too little attention. 
They all suffer permanently from swelling of the 
affected leg, while 9 of 10 eventually show indur- 
ative lesions on the lower leg, and 4 of 5, leg ul- 
cers. From 80 to go per cent of ordinary leg ulcers 
seem to be caused by a deep thrombosis suffered at 
an earlier period. Ali these disorders and their social 
consequences can be avoided if thrombosis is treated 
with heparin at an early stage. 

The risks associated with heparin therapy are 
slight. When the drug is used for the treatment of 
manifest thrombosis there is hardly any danger of its 
inducing hemorrhage. Experience up to date does 
not point to any contraindications. 

Josepu Gaster, M.D. 


Jorpes, J. E.: Anticoagulant Therapy in Throm- 
bosis. Edinburgh M. J., 1946, 53: 222. 


The author believes that we now have effective 
agents, heparin and dicumarol, for the prevention of 
intravascular coagulation during life, and by means 
of them thrombosis and pulmonary embolism can be 
combated. He called attention to only 2 details re- 
garding heparin, namely, its physicochemical proper- 
ties and its formation by the mast cells of Ehrlich. 

The author presents in tables various aspects of his 
study, such as the frequency of pulmonary embolism 
and of deaths from pulmonary embolism in cases of 
thrombosis from the large statistical series in the lit- 
erature; the comparison between conservative (1929- 
1938) and heparin (1940-1945) treatment of throm- 
bosis; the frequency of thrombosis and embolism 
after surgical operations, childbirth, gynecological 
operations, and in medical cases in 19 Swedish 
Clinics from 1940-1945; the stay in bed and rise in 
temperature of 790 patients with deep venous throm- 
bosis who were given no special treatment nor treated 
with heparin, heparin and dicumarol, or with dicu- 
marol alone; the spread of pulmonary embolism to 
the second leg; the progressive and post-thrombotic 
sequel in 790 cases of deep venous thrombosis giv- 
en no special treatment or treatment with heparin, 
heparin and dicumarol, or with dicumarol alone; the 
post-thrombotic sequele after 2 to 5 years in 103 
cases of deep venous thrombosis following regular 
heparin treatment at the Mariestad Hospital from 
1940 to 1945. 

These facts concerning the use of heparin in Swed- 
en and Canada, as supplemented by the findings in 
conjunction with dicoumarol, justify the statement 
that the most usual forms of thrombosis can now be 
effectively combated. With early diagnosis and reg- 
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ular treatment with an anticoagulant, there is prac- 
tically no mortality from diagnosed and uncompli- 
cated thrombosis of the leg or from pulmonary embol- 
ism which is not instantaneously fatal. Failure to pre- 
vent death or spread of the process to the thigh or 
other leg may in most cases, if not in all, be attributed 
either to neglected diagnosis or defective treatment. 
It is evident that the medical gymnastics and early 
getting up of the patient can reduce the incidence of 
thromboembolism. This fact has been admitted by 
several authors, but these factors are less reliable as 
therapeutic agents in cases of acute venous thrombo- 
sis or pulmonary embolism. Instead of novocain 
block of the lumbar ganglia suggested by Leriche and 
Ochsner, venous ligation with or without thrombec- 
tomy has been preferred by the many recent users. 
Even in the selected cases, however, anticoagulant 
therapy could be of value to check further thrombo- 
sis in the operative field. 

Regarding the mortality rate, a great saving of 
human lives could be obtained if recent treatment 
with heparin or, if possible, with dicoumarol, is given; 
also, the mortality of thromboembolism could fur- 
ther be greatly reduced through more careful obser- 
vation of the earlier signs of thrombosis. Fatal 
casualties are rare in clinics where due attention is 
paid to early diagnosis. When anticoagulant thera- 
py is used the time in the hospital is shortened by 
about 1 month. An early heparin treatment prevents 
a considerable number of thrombotic patients from 
developing subsequent disabling ulcers or indura- 
tion in one or both legs. Emm C. RosrrsHex, M.D. 


Clarkson, P., and Lawrie, R. S.: The Management 
and Surgical Resurfacing of Serious Burns. 
Brit. J. Surg., 1946, 33: 311. 


This article is based on the management of 800 se- 
rious burns, sustained in the Mediterranean theatre 
of combat, and the problem of skin grafting in 192 of 
these cases during the intermediate (healing) and 
late (rehabilitation) phases. Grafting was performed 
in all instances when the full thickness of the skin 
was destroyed. The intermediate phase started in 
the second week and comprised the preparation of 
the patient and of the burned area for grafting, and 
the application of grafts and their care until healing 
was complete. Surgery in the late phase was neces- 
sary only for that minority of cases in which there 
was functional disability from the primary cover. 
The ideal treatment was to cover the raw area as 
early as possible with new skin which met the full 
functional and cosmetic need of the part, but a gran- 
ulating surface did not always accept a thick free 
graft, and a thin graft, which always contracts later, 
might have caused disability. Because of this, some 
areas were treated in 2 stages; a primary cover was 
provided by thin free grafts and these were later ex- 
cised and replaced by thicker grafts or flaps. 

Petroleum products, phosphorus, and cordite, in the 
order given, were the most common causes of mili- 
tary burns, the first causing all 13 cases which pre- 
sented a total skin destruction of more than 50 per 
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cent of the body surface. Seventy-two per cent of 
the cases were found to have a full thickness loss of 
skin involving more than 1o per cent of the body 
surface; 20 per cent presented complete burns of 
more than one-third of the body. Almost every pa- 
tient with 1,000 sq. cm. or more of raw granulating 
surface was constitutionally ill until the raw area 
was substantially reduced below this figure. Thus, 
the management of a seriously burned patient has 2 
main aspects: (1) the metabolic problem, and (2), 
skin grafting as early as possible. 

The initial standard local treatment (admittedly 
far from ideal) was gentle débridement under pento- 
thal, followed by a dressing of sterile vaseline gauze. 
Serious burns travel poorly after the first 6 to 12 
hours and this necessitated holding the delayed cases 
forward. The main purpose of early treatment is to 
restore the circulation, and this was done, chiefly 
with copious quantities of plasma. Progress was 
checked by means of hemoglobin, blood pressure, and 
pulse determinations made every 3 hours. After 
anemia commenced, within a week or two, transfu- 
sions were administered in amounts sufficient to 
maintain an average hemoglobin of between 80 and 
go per cent. Often this was difficult until the granu- 
lating surfaces were healing with grafts. Planned, 
palatable diets with iron and vitamin C were given. 

The important thing in healing was not the size of 
the burned area, but the resurfacing program and 
the time table to which it was geared. Of fundamen- 
tal importance in healing raw areas was early graft- 
ing. Early grafts took best, grew more rapidly, and 
the raw areas were healed sooner. It usually took 
from 12 to 18 days after the burn to assess the areas 
of full thickness destruction accurately and to excise 
the sloughs under anesthesia. Two days later, closely 
packed thin patch grafts were applied, and shortly 
after this the patient was healed. This was the 
rapid time table aimed at. Of course, in extensive 
burns surgical removal of the sloughs was impossible 
because of the blood loss and shock which followed. 
These patients were handled at a slower, nonopera- 
tive pace that required patience, skill, and a large 
ward staff. 

In assessing the burn depth, it was found helpful 
to obtain a history as to the provocative agent, the 
circumstances, the duration, and the clothing. Ac- 
curate assessment, however, always required recog- 
nition of the appearance of burns of different depths. 
The authors arbitrarily recognize 3 chief depths of 
burns—epidermal, dermal, and full thickness loss— 
and discuss each thoroughly. Frequently, differentia- 
tion between the latter two depths was very difficult. 
In dermal burns, although destruction extends into 
the dermis, sufficient epithelial elements survive to 
permit spontaneous skin healing. This type of heal- 
ing was unsatisfactory occasionally because of dis- 
abling contractures or persistent ulcerations and ul- 
timately required resurfacing. Late definitive repairs 
formed only ro per cent of the operations and consist- 
ed of thick dermatome sheets, postauricular Wolfe 
grafts, and rotation or forehead flaps. 
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For very large areas to be covered as quickly as 
possible, the authors found that multiple thin patch 
grafts had a go to 100 per cent take, even on indiffer- 
ent surfaces. They reason from this that primary 
cover by the suspension of minced skin may become 
practicable. Although a “primary final’’ repair could 
be obtained by a successful sheet graft for limited 
areas, such a graft was followed by contractures, 
was harder to use and apply, and did not “take”’ as 
often as did the patch graft. Therefore, this type 
was seldom used except for special sites, such as flex- 
or creases and the hands. A 50 per cent gum acacia 
glue was preferred to Sanoextractsforfixation. Pinch 
grafts were condemned. If the patch grafts were 
closely padded and thin, the ultimate scar was not 
unsightly. 

The authors used both, but preferred the Blair 
knife to the Padgett dermatome. Cyclopropane was 
the anesthesia of choice and pentothal was used oc- 
casionally, but only for induction because of the 
frequency of liver damage. In extensive burns graft- 
ing over 1,000 sq. cm. was performed at each opera- 
tion, from 3 to 7 day intervals intervening between 
stages. Since the routine use of penicillin, strepto- 
coccal infections ceased to be a major concern after 
the grafts were applied. The cause of perichondritis 
which occurred in 5 per cent of the cases as a late 
complication remains unsolved and treatment is un- 
satisfactory. In addition to infectious and cicatricial 
complications, pyoderma and sunsensitivity of the 
healed burned skin were not uncommon. 

There were 3 late deaths in the group of 192 cases, 
none of which was due to burns. The authors con- 
clude that death is not inevitable in cases of burns of 
up to 70 per cent of the body surface, with areas of 
full thickness skin loss up to 5,000 sq. cm., which 
have thorough general treatment and prompt sur- 
gical resurfacing. Davin H. Lynn, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Smith, J., and Rank, B. K.: A Case of Severe Elec- 
tric Burns with an Unusual Sequence of Com- 
plications. Brit. J. Surg., 1946, 33: 365. 


[he authors report the case of an 18 year old man 
in the Royal Australian Air Force who suffered ex- 
tensive severe electrical burns to the left arm and 
both legs, and 8 days later developed an acute 
gangrenous cholecystitis. Amputation of the upper 
extremity, of both legs, and a partial cholecystec- 
tomy were performed at successive intervals on 
this extremely sick patient. The postoperative 
course was complicated by bilateral pneumonia, an 
aborted empyema, and abscess formation in 1 leg 
stump and in 1 injection site. Satisfactory recovery 
occurred after 3 months. 

The authors thought there was a possibility that 
the gall bladder complication was related to the ex- 
tensive burn in some manner similar to Curling’s 
ulcer of the duodenun.. Because of the discrete 
appearance of gangrenous patches on this gall bladder 
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and the common blood supply of that viscus and the 

duodenum, an embolic process is suggested as the 

cause of these rare complications of severe burns. 
Wayne Cameron, M.D. 


Carney, H. M.: Wound Healing with Low Vitamin 
C Level. Ann. Surg., 1946, 123: 1111. 


This study concerns roo soldiers who had been at 
the front in Italy on a ration of concentrated foods 
for at least a month. All but 2 per cent of the troops 
had discarded their only source of vitamin C, ascor- 
bic acid contained in lemon powder. Their fasting 
plasma ascorbic acid levels, as determined by the 
technique of Farmer and Abt, were, in general, below 
the normal minimal range of from .7 to 1.0 mgm. per 
cent. The hospital diet ‘was unable to raise their 
levels appreciably. No therapeutic doses of vitamin 
C were given. 

Of the roo men studied none showed clinical evi- 
dence of definite vitamin C deficiency. Sixty-eight 
had wounds of which 8 failed to heal (11.7%) and of 
this number, several showed normal plasma ascorbic 
acid levels. Many of these failures in healing were 
associated with infection and the author believed 
that most of them were due at first to inexperience in 
the closure of war wounds. Among the numerous 
factors responsible for the low incidence of failure re- 
ported by Crutcher (2 separations in 100 consecutive 
cases closed from 3 to 10 days following débridement), 
the following are emphasized: early and adequate 
débridement, use of incisions at the time of débride- 
ment that readily lend themselves to closure, proper 
splinting of the wounded part, early (4 to 5 day) 
closure of the wound in the operating room at the 
time of the first dressing by suture or skin graft, use 
of fine nonabsorbable suture material closing the skin 
only and without tension, the maintenance of normal 
blood constituents especially as regards the plasma 
protein, hematocrit, and hemoglobin levels, and the 
intelligent use of penicillin and the sulfonamides. 
Improvement in wound healing has come from these 
measures and not from fortifying the diet with vita- 
min C, 

The author concludes that no relationship between 
plasma ascorbic acid levels and wound healing was 
observed. Davin H. Lynn, M.D. 


Odom, C. B.: Causes of Amputations in Battle 
Casualties with Emphasis on Vascular Injuries. 
Surgery, 1946, 19: 562. 

This report is a result of a detailed study of 1,833 
amputations carried out in the Third United States 
Army. In no case was amputation done without 
consultation. All surgeons were made cognizant of 
the latest work on vascular repair. Conservatism 
was always emphasized. The main causes of loss of 
limb in order of frequency in World War II were: 
traumatic amputation, vascular injury, and gas 
gangrene. It is noteworthy that the fourth cause of 
amputation in World War I, secondary infection, has 
been eliminated by early adequate débridement and 
the use of penicillin and sulfonamides. The direct 
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results of mine injuries are shown—1,375 cases of 
lower extremity amputations as compared with 458 
of the upper extremity. 

Clostridial infection was encountered in 445 pa- 
tients, of whom 258 came to amputation. Clostridial 
infections were classified as follows: (1) diffuse clos- 
tridial myositis in which amputation as far above the 
visible evidence of involvement as possible was per- 
formed immediately; (2) clostridial cellulitis involv- 
ing only a muscle or group of muscles, in which wide 
incision of the localized process and excision of the 
devitalized tissue were sufficient; and (3) localized 
clostridial abscess in which incision and drainage 
were all that was necessary. Diffuse clostridial myo- 
sitis accounted for 14 per cent of the total number 
of amputations. 

By far the greater number of patients seen in the 
military hospitals of this country, who were minus 
an extremity, lost that member immediately when 
hit, or it was so badly mangled that the damage was 
beyond repair. This group of cases accounted for 
63 per cent of all the extremities amputated. 

In the group of vascular injuries the greatest sal- 
vage of extremities can be accomplished. This group 
borders on the traumatic group closely, but when the 
surgeon believed that the injury to the blood supply 
was the paramount lesion the injury was classified as 
vascular. Blood vessel injuries were the cause of 
amputation in 23 per cent of the cases. There were 
sufficient vitallium tubes and heparin available to 
give this nonsuture method a fair trial. Some of the 
procedures advocated by Blakemore and his associ- 
ates are impractical for use in the field for the follow- 
ing reasons: (1) the recognition of injury to a major 
vessel by an aid man on the battlefield is impossible, 
and the therapy cannot be instituted by him; (2) the 
institution of surgical procedure in the battalion aid 
station, where only resuscitation has been practiced, 
would require the revision of the entire system of 
handling casualties in forward areas (since vascular 
injuries constitute less than 1 per cent of the total 
number of casualties, such a change would not be 
justified); (3) although the time interval between 
wounding and the institution of surgery has been 
greatly reduced in World War II, it still ranges be- 
tween 6 and 12 hours, even in emergencies; (4) the 
preparation of fresh vein grafts was time consuming 
(if frozen grafts had been available this objection 
would have been removed); and (5) the use of hep- 
arin in battle casualties entails considerable risk, 
because of the frequency of multiple wounds and the 
danger of fatal hemorrhage 

Only the larger arteries, including the subclavian, 
axillary, brachial, iliac, femoral, and popliteal, were 
repaired. Comparing the results of repair with liga- 
tion_on the same group of vessels, it was found that 
when the major vessel was ligated 57 per cent of the 
involved extremities developed gangrene, but when 
repair was the method of choice only 38 per cent de- 
veloped gangrene. Although the repair series was 
much smaller, and the more favorable cases were 
selected for repair, it was believed that there was a 


distinct advantage when repair was used. In com- 
paring the suture (42 cases) and nonsuture (28 cases) 
methods of repair, it was found that the incidence 
of gangrene following repair was approximately 50 
per cent for both groups. The Blakemore method of 
vein graft appeared to have a slight advantage over 
the other nonsuture methods used. Repair by suture 
remains the method of choice whenever applicable 
even if it means the reduction of the caliber of the 
vessel by as much as 50 per cent. 

A comparison between the incidence of gangrene 
following ligation in battle casualties and comparable 
injuries in civilian practice shows a much higher 
incidence of gangrene in the former. This is true in 
spite of simultaneous division of the companion vein 
and the routine use of sympathetic blocks before and 
after surgery. It is believed that the major part of 
this difference is due to the fact that the battle 
casualty has had the injury for from 6 to 12 hours 
before he reaches a surgical unit. He is often ex- 
sanguinated, has low blood pressure, and is in shock; 
his tissues are anoxic. There is often hemorrhage 
into the fascial planes of the extremity with a result- 
ing hematoma and pressure on the collateral cir- 
culation. Often the collateral circulation has been 
injured also. The disappointing results from sym- 
pathetic blocks are accounted for by these facts 
rather than the fact that the blocks were not well 
done. Joun L. Lrinpguist, M.D. 


Conway, H.: Anaerobic Infection and Gangrene of 
War Wounds in Casualties from the Philippine 
Islands. Surgery, 1946, 19: 553. 


An analysis of 37 cases of anaerobic infection or 
gangrene complicating war injuries is presented. 
These cases represented 0.9 per cent of 4,040 surgical 
battle casualties. Following early treatment at for- 
ward stations the patients were admitted to the hos- 
pital from 5 to 21 days after injury. Thus, the anal- 
ysis is concerned with the management of late 
complications. 

The mere finding of pathogenic clostridia in a 
wound is not of importance. The Clostridium wel- 
chii was recovered from 13 per cent of the cultures 
made of all wound discharges from the 4,040 patients. 
The types and locations of wounds from which the 
Clostridium welchii was recovered show that these 
organisms contaminate certain wounds preponder- 
antly. Seventy-five per cent of the wounds from 
which the Clostridium welchii was recovered were 
those in association with compound fractures. While 
fractures of the tibia and fibula made up only 13 per 
cent of all fractures, they accounted for 33 per cent 
of the compound fractures which were contaminated 
with the Clostridium welchii. Wounds of the but- 
tock comprised only 5 per cent of all soft tissue 
wounds but accounted for 56 per cent of soft tissue 
wounds contaminated with the Clostridium welchii. 

There were 14 patients with clostridial myositis, 
in 8 of whom the gangrene was limited to particular 
muscles, while in the remainder all the muscles of the 
extremity were involved in the spreading, necrotic 
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process. The lapse of time between injury and onset 
of the infection in this group averaged ro days. Only 
2 of the patients had not received penicillin continu- 
ously from the time of débridement until admission 
to the hospital, and only 2 patients had not had 
débridement under 6 hours. The chain of symptoms 
and findings in these patients were as follows: acute 
onset, very severe toxemia, severe pain at the site of 
injury and in the extremity distal to the point of in- 
jury, restlessness, thirst, tachycardia, fever, marked 
swelling of the extremity, cadaveric pallor of the 
skin of the extremity, and serous exudate, with or 
without gas bubbles from the wound. There may be 
a bronzed tint to the skin of the face, upper chest, 
and arms. Crepitation of the tissues was present in 
6 patients and absent in 8. Roentgenograms showed 
gas in the tissues in 4 of the 8 patients who were 
examined by means of the x-rays. Peripheral pulses 
in the involved extremity were absent in 6 patients. 

Operative therapy in 8 cases of localized clostridial 
myositis consisted of wide incision and drainage com- 
bined with excision of all the gangrenous muscle. In 
2 of the 8 patients amputation was necessary. In- 
tensive penicillin therapy was given after operation 
in all of the cases. It had no apparent effect on the 
toxemia Or upon the course of the fever. Gas gan- 
grene antitoxin was given to 6 patients after opera- 
tion and discontinued on the fourth day because of 
severe urticaria. One patient died in toxemia follow- 
ing a long illness complicated by hemorrhage from 
the wound and gangrenous cholecystitis. Seven re- 
covered following radical excision of muscle groups. 

In 6 patients there was clostridial myositis in all 
the muscles of an extremity. All had been treated 
with penicillin from the time of injury until the onset 
of the disease. These were patients in whom there 
was an abrupt onset of signs and:symptoms. The 
leucocyte count was extremely high. Four patients 
recovered following amputation, while 2 patients 
developed severe toxemia and died. The mortality 
rate in these 14 cases of clostridial myositis was 21.4 
per cent. 

There were 23 cases of anaerobic cellulitis. These 
did not include cases of localized abscess from which 
pathogenic clostridia were recovered. Anaerobic 
cellulitis was characterized by the gradual onset of 
diffuse edema of the subcutaneous and areolar tis- 
sues. Muscles were not involved. The average lapse 
of time between injury and onset of the complication 
was 15 days. All of these patients were pale, toxic, 
and febrile. They did not complain of pain, and 
their temperatures were not high. Penicillin had 
been given to 18 patients. On admission their casts 
were stained with blood and pus and had a foul 
smell. The usual procedure was to remove the cast 
and to institute balanced traction. It was following 
the use of this necessary measure that these patients 
developed anaerobic cellulitis. The impression ob- 
tains that the motion of fascial planes coincident to 
removal of the plaster cast and the institution of 
traction causes the extension of latent anaerobic in- 
fection. Commonly there was grayish slough in the 
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depths of the wounds. Thick, dark brown or yellow 
pus with bubbles of gas could be expressed. There 
was no change in the skin or in the circulation of the 
extremity. Palpation revealed crepitation of tissue 
and there was abundant gas in the tissues as shown 
by the x-rays. All of these patients were treated by 
radical multiple incisions and drainage and the ad- 
ministration of penicillin. All patients in this group 
recovered. 

Hemorrhage from the wound as the first sign of 
gas gangrene occurred in 6 of the 37 cases. Proximal 
ligation of the major artery was not effective in any 
of them. In 5 patients it was possible to control 
hemorrhage by clamp and ligature of the bleeding 
points. In 3 patients it was necessary to amputate 
the extensively damaged extremity. 

Sulfadiazine had been given in adequate amounts 
as a prophylactic agent to 24 of the 37 patients who 
developed clostridial infection or gangrene. It was 
used after operation in the treatment of 30 of the 
patients. Its use produced no significant change in 
the flora of the wounds. The general condition of the 
patients did not improve following its use. There 
was no evidence that sulfadiazine was of value. 

The fact that gas gangrene antitoxin had been 
given prophylactically in the forward areas to only 
9 of the 37 patients indicates that surgeons are not 
convinced of its value. Antitoxin was given thera- 
peutically to 8 patients with no obvious effect on the 
degree of toxemia. 

Thirty of the 37 patients had been treated con- 
tinuously with penicillin from the time of débride- 
ment until arrival at the hospital. Following radical 
surgery, 31 of the 37 patients were treated inten- 
sively with penicillin administered intramuscularly, 
while 6 patients received injections circumferentially 
into the muscles of the extremity proximal to the in- 
fection. The administration of penicillin had no 
effect on the degree of toxicity, on the course of the 
fever, or upon the appearance of the wound. The 
opinion is obtained that penicillin has no prophy- 
lactic or therapeutic value in infections and gangrene 
due to the Clostridium welchii. In all cases clinical 
improvement was attributed directly to radical 
surgery. No other measure could substitute for fre- 
quent transfusions of whole blood, which were the 
mainstay of postoperative management. 

The opinion is advanced that incomplete débride- 
ment without dependent drainage is the most 
important factor contributing to the development 
of clostridial infection in war wounds. 

Joun L. Linpquist, M.D. 


ANESTHESIA 


Orton, R. H.: Anesthesia in Thoracic Surgery. 
Current Res. Anesth., 1946, 25: 96. 


A review of the literature relating to the physiol- 
ogy involved in thoracic surgery, and to the history 
of procedures developed to overcome various prob- 
lems in the administration of an anesthetic for this 
type of surgery, was made. 
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Each unit must develop methods suited to the 
technical abilities and temperaments of both surgeon 
and anesthetist, to the equipment available, and to 
the types of operation to be undertaken. 

From this review of the progress in thoracic sur- 
gery, it is possible to set down certain desirable fea- 
tures that should be fulfilled by this ideal form of 
anesthesia, viz. 

1. The surgeon should have access to the operative 
area. 

2. The tissues of the patient should be adequately 
supplied with oxygen. 

3. Carbon dioxide should be efficiently eliminated. 

4. The circulation should not be embarrassed by 
excessive mediastinal movement. 

5. The spread of infected secretions to healthy 
lung should be prevented. 

6. Postoperative atelectasis should be avoided. 

7. Recovery of consciousness and cough reflex 
should be rapid. 

8. The use of diathermy should be possible. 

Inhalation anesthesia comes nearer the ideal than 
does spinal or intravenous anesthesia, but even here 
controversial matters appear, viz., 

1. There is the question as to the desirability of 
intubating the larynx. Removal of secretions can 
be performed only when a catheter is present in the 
larynx. Intubation protects against the dangers of 
laryngeal spasm. 

2. The second point to be considered is positive 
pressure. The only indication is when a large bron- 
chial fistula exists or is likely to appear. 

3. The next controversial matter is the use of con- 
trolled respiration. Without voluntary respiration, 
mediastinal flap and paradoxical respiration are im- 
possible. 

4. Finally, the anesthetic agent has to be consid- 
ered. Cyclopropane is preferred when controlled 
respiration is contemplated. The chief advantage of 
ether is that the anesthetic level is more easily main- 
tained, particularly when repeated bronchial suction 
is necessary. 

For extrapleural operations, intubation is not used 
because of the possible risk of spreading the infec- 
tion. Controlled respiration is used if needed. Pre- 
liminary medication with a barbiturate tends to re- 
duce cardiac irregularities. 

For major intrapleural procedures, the method 
employed is endotracheal inhalation anesthesia with 
an inflated cuff. Ether-oxygen or cyclopropane-oxy- 
gen is administered by a machine capable of positive 
pressure of 5 to 10 mm. of mercury. Pentothal so- 
dium induction may be used. 

When secretions are copious, a catheter fitted with 
a self-inflating cuff is used and a gas-tight fit is ob- 
tained by bringing the catheter through a rubber 
diaphragm on the mask. A steep Trendelenburg 
position causes the secretions to gravitate to the face 
mask. Intermittent suction through the endotra- 
cheal catheter is used in addition. 

During lobectomies, it has been found advisable 
periodically to inflate the lobes that are not being 
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removed at operation. Endobronchial anesthesia 
has been used for right pneumonectomies. Right 
endobronchial anesthesia has not been attempted 
because of the difficulty in avoiding occlusion of the 
bronchus of the right upper lobe. 

During operations for the repair of diaphragmatic 
hernias, adequate relaxation is one of the first re- 
quirements if the abdominal route is chosen. This 
is obtained by spinal analgesia combined with light 
cyclopropane anesthesia, or by endotracheal ether- 
oxygen. If the transthoracic approach is used, min- 
imum diaphragmatic movement is essential. This 
is best achieved with endotracheal cyclopropane 
anesthesia and controlled respiration. The dia- 
phragm may be rendered immobile by blocking the 
phrenic nerve with local anesthetic. 

The premedication depends upon whether or not 
the anesthetist proposes to use controlled respira- 
tion. When control is not contemplated, the pre- 
medication should be reduced to a minimum so that 
the respiratory center will not be further burdened. 
Nembutal and atropine are used to reduce vagal ir- 
ritability and to lessen cardiac irregularities. 

A word of warning must be given as to the amount 
of intravenous fluid that can be tolerated in the post- 
operative period. If large amounts are given there 
is considerable risk of pulmonary edema from over- 
loading of the heart. Mary Frances Poe, M.D. 


Howkins, J., McLaughlin, C. R., and Daniel, P.: 
Neuronal Damage from Temporary Cardiac 
Arrest. Lancet, Lond.. 1946, 1: 488. 


Examples of successful cardiac massage when the 
heart has stopped beating at operation are now 
numerous, but permanent success without cerebral 
damage is governed by the duration of cardiac arrest, 
the critical limit of which is at most 5 minutes. Ii 
this critical period has been exceeded and the heart 
has started again as a result of resuscitation, neuronal 
damage is likely to be proportionate to the duration 
of anoxia. The extent of this damage can be fully 
assessed only in those infrequent cases in which life 
lasts for several days or weeks after cardiac disaster. 

A case of cardiac arrest in a woman, aged 32, is 
reported in which the duration of the cessation of 
heart action was computed to be from to to 11 
minutes. The heart was successfully restarted by 
transabdominal massage. The patient survived for 
26 days and died of pneumonia and urinary infection. 
During this time she showed certain neurological 
features associated with cerebral damage result- 
ing from anoxemia. The electroencephalographic, 
pathological, and clinical pictures are described and 
correlated. Josep Gaster, M.D. 


Levy, S., and Conroy, L.: Prothrombin Time and 
Anesthesia. A Clinical Investigation on the Ef- 
fects of Ether and Spinal Anesthesia on the 
Prothrombin Level of the Blood. Anesthesiology, 
1946 7: 276. 

A study was undertaken to establish a relationship 
between the changed prothrombin level under ether 
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and spinal anesthesia with procaine, and the inci- 
dence of postoperative hemorrhage and postopera- 
tive embolism, respectively. : 

A total of 75 patients were studied. Of these, 50 
had received ether anesthesia and 25, spinal anes- 
thesia with procaine. 

Prothrombin time determinations with the Smith 
bedside test were performed five times on each pa- 
tient. The determinations were made for the first 
time shortly after admission of the patient to the 
hospital, the second time after the patient had had 
the full benefit of his preoperative sedation, the third 
time under surgical anesthesia, the fourth time in 6 
hours after completed anesthesia, and the fifth time 
24 hours after the completion of anesthesia. 

The results show that ether markedly decreases 
the prothrombin time of the blood, while spinal an- 
esthesia with procaine does not seem to exert any 
influence on the prothrombin time. In the group 
given ether, there was a 25.8 per cent decrease in the 
prothrombin time as compared to that on admis- 
sion, and the decrease became even more pronounced 
(47.5 per cent) when the values of the second test 
were taken as the basis. In the group under spinal 
anesthesia, the decrease was only 1.5 per cent as 
compared to the admission values, and ro per cent 
as compared to the values which were obtained 
after sedation. 

The implications of these results in regard to the 
occurrence of postoperative emboli become clear at 
once, if they are compared with the findings of 
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other investigators who have shown that there is 
also an increase in the number of the circulating red 
blood cells and platelets and a rise in the hemoglobin 
values and blood viscosity, a slowing of the circula- 
tion time and a shortening of the coagulation time 
of the blood during ether anesthesia. All of these 
factors play a dominant role in the causation of 
thrombosis, and thus are responsible for postopera- 
tive embolism. Changes such as these apparently 
do not happen during spinal anesthesia. On the 
other hand, since spinal anesthesia does not exert 
any influence upon the formed elements of the cir- 
culating blood, and does not produce a decrease in 
the prothrombin time of the blood, the possibility 
of postoperative hemorrhage would appear to be 
much greater than in the patients given ether. 

The results of the fourth and fifth tests show that 
there is a slow but gradual return of the prothrombin 
time values to normal. 

The effect of-drugs used as preoperative and post- 
operative sedation on the prothrombin time of the 
blood was also studied. It was found that sedation 
with barbiturates, notably sodium pentobarbital, 
causes a lowering of the prothrombin time. Further- 
more, it was found that atropine, when given to- 
gether with morphine, appears to neutralize the de- 
creasing effect of morphine on the prothrombin time, 
while scopalamine, when given with morphine, does 
not seem to neutralize the action of morphine on the 
prothrombin time of the blood. 

Mary FRANCES Pog, M.D. 
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ROENTGENOLOGY 


Howard, C.: Subdural Pneumography. 
Roent., 1946, 55: 710. 


Am, J. 


The author discusses subdural pneumography, 
which is the introduction of air into the subdural 
space so as to separate the brain from the skull and 
outline the contour of the cerebrum on x-ray films. 
This procedure demonstrates unknown attachments 
and abnormal adhesions between the cerebral cortex 
and the dura and skull. The localization of such 
attachments is important in jacksonian epilepsy and 
in post-traumatic cranial conditions. 

The surgical technique for this examination is to 
make a small burr opening in the occipital region of 
the skull. At the same time from 30 to 60 c.c. of fluid 
are withdrawn by lumbar puncture to reduce the 
spinal fluid pressure to about 6 mm. of mercury. A 
small nick is made in the dura to allow air to enter 
the subdural space. The spinal fluid pressure rises to 
its original level and from 15 to 30 additional cubic 
centimeters of fluid are withdrawn. The dura is 
closed with a muscle graft. Roentgenograms of the 
skull are then taken without Bucky grid at a 6 foot 
tube film distance in various positions to demon- 
strate the subdural space. 

On roentgenograms after air insufflation the cor- 
tex is separated from the vault of the skull by a 
variable space. The negative pressure produced in 
the subdural space and the gravitational effect on 
the brain produces this. The corticodural attach- 
ments can be visualized and studied. There is wide 
variation in the attachments. The broadened at- 
tachments contain enlarged pacchionian granula- 
tions. Under normal conditions there is no connec- 
tion between the subdural and the subarachnoid 
spaces. The presence of subarachnoid air in some of 
these and in encephalographic studies suggests an 
arachnoidal tear or defect. 

Subdural pneumography has demonstrated that 
the amount of fluid in the subdural space varies from 
time to time. The procedure of subdural pneumog- 
raphy opens a new field of study for variations in the 
support of the brain within the skull, the presence of 
variations of the corticodural attachments, and the 
presence of a variable amount of fluid in the subdural 
space. FRANK L. Hussey, M.D. 


Doss, A. K.: Translumbar Aortography; Its Diag- 
nostic Value in Urology. J. Urol., Balt., 1946, 55: 
594- 


During the past 5 years, the author has employed, 
almost routinely translumbar aortography for the 
diagnosis of urological conditions. The method has 
been described elsewhere. The opaque medium used 
is still the 80 per cent sodium iodide. 

In the present article, attention is directed to the 
renal arterial system. 


Renal function. There is no truly adequate test 
for renal function. It is the author’s belief that an 
organ’s function is no better than its blood supply 
and that, therefore, renal arteriography practically 
offers a visual estimation of its function. The meth- 
od is of value especially in demonstrating the condi- 
tion of the kidney above a completely or partially 
obstructed ureter. A kidney showing good blood 
supply may be saved, whereas the presence of poor 
blood supply would justify nephrectomy. The large 
hydronephrotic kidney and the kidney filled with a 
staghorn calculus have often been found by this 
method to be well worth saving. 

Renal neoplasia. Renal arteriography is of little 
value in the diagnosis of carcinoma. In hyperneph- 
roma there is a pooling out of dye scattered in 
reticulated fashion throughout the neoplastic mass. 
The intrarenal arteries are characteristically spread 
out in spiderlike fashion. 

Cysts of the kidney. Simple cysts are readily recog- 
nized due to lack or lessening of the blood supply, 
but multiple cysts are difficult to demonstrate. 

Retroperitoneal tumor. The method here is of value 
in establishing a differential diagnosis from tumor of 
other structures, as for example, spleen, pancreas, 
etc., and in excluding or convicting the kidney. 

Renal ectopia. The various forms of congenital and 
acquired renal ectopia are clearly demonstrated. 
The method permits a more scientific approach with 
respect to nephropexy. 

Renal duplication. The diagnosis of renal duplica- 
tion, suspected in the excretory or retrograde pyelo- 
gram, is made relatively simple. The reduced ar- 
terial supply of one segment of a duplicated kidney 
might account for the not infrequently seen pyelo- 
nephritis in such cases and might constitute a sound 
indication for removal of the avascular area of the 
kidney. 

Hypertension. Aortography is the procedure of 
choice for discovering “Goldblatt hypertension.” 
However, the removal of such a kidney fails to cure 
the hypertension, for the process is “fixed’’ also in 
the other kidney. 

Finally, the method may be of value in demon- 
strating the presence of an aberrant vessel as the 
cause of hydronephrosis in certain obscure kidney 
lesions and in renal agenesia. TT. Levcutta, M.D. 


Levitin, J.: Scout Film ofthe Abdomen. Radiology, 
1946, 47: 10. 

A scout film of the abdomen especially in acute ab- 
dominal conditions may yield information which is 
of extreme value to the surgeon. 

A perforated ulcer may be recognized by the pres- 
ence of free peritoneal air. 

In small bowel distention one may distinguish be- 
tween paralytic and mechanical ileus. In the latter 
the loops are greater in the vertical than in the trans- 
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verse diameter, are generally large, show prominent 
circular folds, and are subject to vigorous peristalsis 
as shown on serial films; the distention is confined to 
the small bowel, whereas a paralytic ileus results in 
the distention of all the intestinal loops. 

Peritonitis may cause mechanical obstruction or 
paralytic ileus according to the circumstance. There 
may be an increased density between the loops due 
to the exudate. A plastic exudate may cause fixation 
of these loops. This may be recognized on vertical 
films by the existence of several gas-fluid lines at dif- 
ferent levels, whereas otherwise a single gas-fluid lev- 
el establishes itself. Often the properitoneal fat pad 
cannot be visualized in peritonitis because of infil- 
tration by exudate. 

Local inflammations may cause localized paralytic 
ileus in which only the adjacent loop of bowel 
appears to be distended. 

Intra-abdominal adhesions may cause temporary 
(complete or incomplete) mechanical obstruction. 
In these cases it is important to take the films during 
an attack. 

Acute appendicitis may cause paralytic ileus be- 
cause of pain or serosal reflexes. The properitoneal 
fat line may become obliterated. Mechanical ob- 
struction may develop. An abscess may displace the 
cecum. 

Ileocolic intussusception had been recognized by 
the author on a scout film in 2 instances. 

In an obstruction of the colon it is usually possible 
to differentiate between a gradually developing oc- 
clusion which results in a predominantly cecal dilata- 
tion (usually caused by carcinoma), and a sudden 
occlusion caused by a volvulus. In the latter the 
dilatation may be confined to the twisted section 
which then can become so large as to fill the abdomen. 

There are no conclusive findings on a scout film in 
gangrene of the bowel. 

Finally, absence of dilated bowel loops may point 
to urinary pathology as the cause of abdominal dis- 
tress. If no calcified urinary stones are seen a pyelo- 
gram is recommended. Gerwart S. ScHwarz, M.D. 


Holmes, G. W., and Schulz, M. D.: Supervoltage 
Radiation; A Review of the Cases Treated Dur- 
ing an 8 Year Period, from 1937 to 1944, Inclu- 
sive. Am. J. Roentg., 1946, 55: 533- 


The authors have analyzed their cases treated 
with x-radiation generated at 1,200 k.v.p. Their 
supervoltage unit delivered approximately 52 per 
cent of the surface dose at a depth of 10 cm., and 
the point of maximum intensity was about 2 mm. 
below the skin surface. 


Since nearly all of the cases were incurable by 
standard procedures before x-ray therapy was started, 
the beneficial effect was evaluated on the basis of 
increase in life expectancy. Whenever possible, the 
results are compared with those obtained by older 
forms of treatment, especially with 200 k.v.p. radia- 
tion. The data of Nathanson and Welch (Am. J. 
Cancer, 1936, 28: 40; 1937, 31: 238, 457, 586, 598) 
have been used for this comparison. 

One thousand eight hundred and thirty-seven pa- 
tients were treated. Of this group, 7.3 per cent were 
discarded because they were referred back to their 
local doctor and no attempt was made to follow 
their progress. Five and three-tenths per cent were 
lost to observation at varying times and are counted 
as dead as of the date of the last observation. 

The material studied includes tumors of the oral 
cavity (excluding the tongue and lesions posterior 
to the anterior pillar), 76 cases; tongue, 60 cases; 
nasopharynx and nasoaccessory sinuses, 55 cases; 
tonsils, 38 cases; larynx, 50 cases; lungs, 152 cases; 
esophagus, 98 cases; stomach, 9 cases; large intes- 
tine, rectum, and anus, 33 cases; kidney, 15 cases; 
urethra, 6 cases; prostate, 52 cases; testicle, 40 cases; 
bladder, 196 cases; ovary, 89 cases; uterus, 58 cases; 
cervix, 424 cases; lymphoma, 99 cases; and meta- 
static disease from various tumors, 143 cases. In 
addition to these, 23 varieties of benign and malig- 
nant lesions totaling 107 cases were treated. 

The authors believe that certain selected deep 
seated localized lesions which in the past have shown 
some response to high voltage radiation have re- 
sponded better to supervoltage radiation. The latter 
seems to offer the patient a slight but definite in- 
crease in life expectancy, it makes the patient more 
comfortable, and it eliminates some of the unavoid- 
ably bad effects of lower voltage radiation. There 
was no evidence to show that a greater number of 
these tumors can be destroyed by this method of 
treatment than by other methods. 

One of the greatest advantages of supervoltage 
therapy is the decreased likelihood of serious skin 
damage when an adequate tumor dose is given. Also, 
the number of ports required to deliver this dose is 
reduced. This advantage becomes of considerable 
importance in the cases in which a cure is expected 
or life expectancy will be greatly prolonged. 

The authors conclude that supervoltage radiation 
should be encouraged in selected cases of carcinoma 
of the cervix, carcinoma of the bladder, carcinoma of 
the lung, embryoma of the testicle, carcinoma of the 
tonsil, localized lymphoma, Ewing’s tumor, and 
carcinoma of the rectum. R. B. Lewis, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Dart, E. E.: Effects of High Speed Vibrating Tools 
on Operators Engaged in the Airplane Indus- 
try. Occup. M. 1946, 1>515. 

Disorders of the blood vessels, nerves, muscles, 
and joints resulting from the occupational use of 
such vibrating tools as jackhammers and stone 
chisels have been recognized since 1911 when Loriga 
described certain peripheral vascular changes occur- 
ring in workers using pneumatic devices. Symptoms 
of temporary ischemia and numbness on exposure to 
cold followed by flushing, tingling, clumsiness, and 
decreased sensibility to pain, heat, and cold were ob- 
served. Pain was not a prominent symptom except 
during recovery from the vasospastic attack. Vibra- 
tion was credited as being the chief causal agent and 
cold was believed to do no more than to initiate or 
maintain the response in an already damaged neuro- 
vascular system. Numerous subsequent reports had 
to do with the effects of work with vibrating tools, 
which Dart classifies into 4 main categories: (1) alter- 
ation of the vasomotor responses; (2) injuries to the 
nerves; (3) injuries to the soft tissue other than the 
blood vessels and nerves—including muscles, ten- 
dons, fascias, and ligaments, and (4) injuries to the 
bones and joints. These earlier reports, however, 
had to do with the effects of the older tools which had 
rates of vibration under 4,000 per minute. The 
present study is concerned with the effects of high 
speed electrical and air driven rotary polishing and 
burring machines which operate at rates of from 
10,009 to 50,000, or more, revolutions per minute 
and are widely used today in the airplane industry. 

In this investigation 112 of approximately 1,000 
vibratory tool workers were seen because of com- 
plaints of pain, numbness, clumsiness, sensation of 
cold, stiffness, tingling, cramps, or weakness. For 
purposes of comparison, 112 vibratory tool workers 
without symptoms and 107 control subjects not ex- 
posed to vibration were also observed. Of the pa- 
tients with complaints, more than half showed no 
physical changes to account for their symptoms; the 
remainder exhibited varying signs including swelling, 
erythema, cyanosis, epicritic sensory loss, atrophy, 
pallor, and disturbances of motion, such as the in- 
ability to tightly flex the fingers, the loss of fine 
movements, or weakness of grip. Nine patients 
showed muscle or tendon injuries, including 6 cases 
of trigger fingers and 3 cases of thickening .of the 
palmar aponeurosis. Eleven patients had gross evi- 
dence of neuritis. The diagnosis of peripheral vas- 
cular disease could be established beyond reasonable 
doubt in only 24 patients. The primary involve- 
ments affected the fingers, hand, wrist, and forearm, 
but the remainder of the upper extremity was fre- 
quently involved to varying degrees. 


To determine the peripheral vascular reactions the 
author devised a test which he believes is indicative 
of the state of vascular tone and at the same time is 
simple enough for the routine examination of large 
numbers of employees. This test consists of observ- 
ing at 1 minute intervals the temperature changes on 
a stem thermometer grasped in the hand following 
immersion of the part for 5 seconds in water at 35°F. 
The patients whose temperatures so recorded did not 
return to the starting level after 15 minutes were 
arbitrarily determined to have a delayed (vaso- 
spastic) response. It was found that in 50 per cent 
of the control group the temperature had returned 
to the starting level after 6 or 7 minutes, whereas in 
50 per cent of the patients and employees without 
symptoms the time required was from 9g to 10 min- 
utes. At the end of 15 minutes, 16.8 per cent of the 
normal individuals still had temperatures below the 
starting level as contrasted to 33.9 per cent of the 
employees. 

Vasospastic findings in 16.8 per cent of the normal 
group were similar to the findings of Naide who 
divided so-called normal subjects into 2 approx- 
imately equal groups manifesting low and high vas- 
cular tone. The difference in this study and that of 
Naide as to the proportions of the 2 groups was 
thought to be due to the arbitrary selection of a 
standard 15 minute test period. 

Workers with tools with vibration rates in excess 
of 10,000 per minute manifested conditions that 
differed from those of workers with tools operating 
at less than 4,000 per minute as follows: (1) symp- 
toms appeared in a matter of days or months after 
exposure to high speed vibration in contrast to a 
matter of years after lower speed vibration; (2) pain 
was usually a major complaint of the high speed tool 
workers; (3) blanching of the fingers, characteristic 
in patients exposed to the lower rate of vibration, 
was absent in those using high speed tools; (4) de- 
generative bone changes were frequent after use of 
the older type tools, but were not found in workers 
using the high speed tools; (5) workers using the 
lower speed tools usually showed symptoms in the 
left hand in right handed persons, but those using 
high speed tools usually presented symptoms in the 
right hand in right handed individuals; and (6) pe- 
ripheral vascular disturbances were found to be in 
the same hand as the symptoms in the earlier reports, 
but were usually in both hands in individuals using 
high speed tools. 

It is notable that not only the workers complain- 
ing of symptoms but all workers exposed to high 
speed vibration showed a larger percentage of vaso- 
spastic reactions than the control group. Frequently 
the delayed temperature response was the only ab- 
normality that could be demonstrated. Women 
were found to be more susceptible to vibration 
effects than men. There was no correlation between 
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the incidence of peripheral vascular disease and the 
use of tobacco. 

Prophylactic measures recommended are: (1) the 
elimination of hand work when polishing by wet 
sand tumbling is possible, (2) the reduction of cold 
by heating the work rooms and by preventing the 
tool exhaust from blowing on the hand, (3) the re- 
placement of worn bearings and bent shafts so as to 
reduce vibration, and (4) the insulation of the tool 
with felt or rubber to dampen the shock. When 
there is evidence of injury, transfer of the employee 
to other work is required. Because of the 16 per cent 
incidence of delayed reaction in normal persons 
new employees should be screened, as should tool 
operators (particularly women), from time to time. 
Persons with anemia, cardiac disease, or arthritis 
should not be permitted to work with vibrating tools. 

WAYNE CAMERON, M.D. 


Erskine, C. A.: An Analysis of the Klippel-Feil 
Syndrome. Arch. Path., Chic., 1946, 41: 269. 


In 1912 Klippel and Feil described the pathologi- 
cal anatomy of absence of the neck in a 46 year old 
man. The anatomic basis of the syndrome, since 
known by their names, consists essentially in a con- 
genital fusion and numerical reduction of the cervical 
vertebre. Since the original description of this rare 
condition, most of the communications have been re- 
ports of clinical cases of a less extreme type. The 3 
characteristic clinical features of the syndrome are 
shortness of the neck, limitation of movement of the 
head, and lowering of the hair line. 

From the example of the Klippel-Feil syndrome 
presented and from the case reported in the litera- 
ture it is concluded that the essential features of the 
cervical deformity are synostosis of 2 or more cervi- 
cal vertebre and flattening and widening of the ver- 
tebral bodies. A numerical reduction of the verte- 
br is an incidental rather than an essential part of 
the disorder, as is spina bifida. The latter depends 
largely on the degree of abnormality of the vertebral 
bodies. There is evidence that the anomaly has a 
genetic basis. A number of pathological conditions 
which have been found in association with the osseous 
deformity of the syndrome receive an explanation in 
the light of recent observations in the field of experi- 
mental embryology. Joseru Gaster, M.D. 


Paxson, N. F., Golub, L. J., and Hunter, R. M.: 
Crush Syndrome. J. Am. M. Ass., 1946, 131: 500. 


Although the syndrome of urinary suppression 
following crushing injuries was first described in 
1917, recent bombings have stimulated the most 
interest in this subject. In the order of occurrence, 
the crush syndrome is characterized by initial tissue 
damage, shock which may be moderate or quite 
severe (sometimes it is absent), oliguria or anuria, 
uremia, and possibly death. 

Microscopic examination of the kidneys shows the 
tubules to contain casts and granules of blood pig- 
ment, with epithelial degeneration-of the second por- 
tion and occasionally of Henle’s loop. The glomeruli 


remain undamaged apparently. Since the chief 
changes are tubular, the dilute, highly acid urine, 
low in urea and high in chlorides, is explained. 

Several theories have been postulated to explain 
the renal damage: ischemia, tubular obstruction, 
and the release of substances which are toxic to 
tubular epithelium. The last of these was suggested 
by Young in an extensive review of obstetric hemor- 
rhage concomitant with urinary suppression, and is 
believed to be the most plausible by the authors. 

Three cases of crush syndrome, 1 occurring with a 
retroplacental hemorrhage, 1 with a ruptured uterus, 
and 1 with a twisted ovarian cyst, and all with 
oliguria are presented. All had extensive extravasa- 
tion of blood into the surrounding tissue. This is the 
first time that this syndrome has been described 
with an ovarian cyst. Two patients showed minimal 
shock signs while 1 patient experienced severe shock 
although she did not die. Two recovered, but the 
one with the retroplacental hemorrhage succumbed 
on the twelfth postpartum day. 

It is suggested that this syndrome is more frequent 
than is now recognized, and not only is worth further 
investigation, but may be the explanation for some 
previously obscure obstetric fatalities. 

C. FRepERIcK Kittie, M.D. 


Kemp, F. H., and Vollum, R. L.: Anaerobic Cellu- 
litis Due to Actinomyces, Associated with Gas 
Production. Brit. J. Radiol., 1946, 19: 248. 


The authors report a case of anaerobic cellulitis in 
a diabetic woman, 47 years of age, which started 
with infection of a corn on the big toe. The infection 
remained localized to the toe for a month and then, 
4 days before hospitalization of the patient, it spread 
to the dorsum of the foot, which was gangrenous at 
the time of admission. 

In spite of intensive treatment for the diabetes 
and the administration of 16,000 units of penicillin 
intramuscularly every 3 hours, the cellulitis spread 
upward rapidly and reached the distal thigh within 
to days after admission. 

X-ray films revealed bubbles of gas in the sub- 
cutaneous tissues of the dorsum of the foot, calf, and 
lower third of the thigh. Smear from the foot 
showed actinomyces and a culture revealed a mixed 
growth of the Staphylococcus aureus, the Bacterium 
coli, and the Pseudomonas pyocyanea. Amputation 
was done through the middle third of the thigh; the 
amputation stump excreted much foul smelling 
material on drainage, and the patient died 5 days 
after operation. 

Cultures of the pus obtained by sterile technique 
from the subcutaneous tissues of the upper calf im- 
mediately after amputation yielded actinomyces, 
which produced gas in subculture on Robertson’s 
meat medium. Further examination of the specimen 
showed that the severe purulent cellulitis was con- 
fined largely to the subcutaneous tissues; there was a 
little spread into the chief fascial planes, but no 
infiltration was seen in the muscle substance. 

Lit1aAn Donatpson, M.D. 
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Pope, C. E.: A New and Successful Closed Operative 
Procedure for Pilonidal Sinus; Gluteus Maxi- 
mus Mobilization; A Sliding Muscle Graft Pro- 
cedure. Arch. Surg., 1946, 52: 701. 


The author reports a closed operative procedure 
for pilonidal sinus, which employs a sliding gluteal 
muscle graft. The technical details of the operation 
and the surgical principles it entails are described. 
In a series oj 130 closed operations, 92 gluteus max- 
imus sliding grafts were successfully made. The 
operation is applicable in all cases of pilonidal sinus 
excepting those in which there is involvement of the 
spine or bones, and it successfully overcomes the 
numerous disadvantages of other types of pilonidal 
sinus operations, whether they be closed, open, or 
partially closed. 


RELATION TO GLUTEUS MAXiMUSL I 
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require protection; (5) a greatly increased thera- 
peutic effect from sulfonamide and penicillin therapy 
by the blood stream route; and (6) the feasibility of 
block excision. 

The initial step in the operative procedure, block 
excision, is illustrated in Figure 1. For closure it is 
sufficient, in practically all cases, to mobilize the 
gluteus muscle on one side. The base of the wound 
is palpated to determine the rolling edge of the 
sacrum and the gluteus attachment. An incision is 
made through muscle and fascia at the edge of the 
sacrum, following which a blunt cleavage separation, 
that is relatively bloodless, can be carried laterally 
as far as necessary for supple closure of the wound. 
It is then possible to cover the whole sacral and 
coccygeal area with a firm sliding layer of muscle 


—VISIBLE OUTLINE OF 
GLUTEUS MAXIMUS BORDER 
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Fig. 1. Semischematic illustration demonstrating block excision of pilonidal sinus. 


Mobilization of a gluteus maximus muscle flap and 
its employment as a graft has the following advan- 
tages: (1) adequate replacement of dead space by a 
muscle sliding graft; (2) freedom from tissue tension 
by muscle mobilization; (3) increased blood supply, 
increased rapidity of tissue healing and enhanced 
ability to combat infection by reason of the muscle 
graft and supple tissues, free from tension; (4) a more 
adequate protective pad of tissue covering an ex- 
posed defect in an otherwise relatively avascular 
area, where exposed sacrococcygeal bone and fascia 


tissue with its overlying skin and fat. Deep closure 
is effected by two sets of removable wire suture, and 
the skin is closed with silk. Following this pro- 
cedure, a pressure dressing is applied, with binding of 
the buttocks. No dressings are necessary until the 
eighth day, when the wire sutures are removed. 
After the tenth day gradually increased activity is 
permitted. 

The author believes that the results in his series of 
cases indicate adoption of the procedure. 

Joun L. Lrnpqutst, M.D. 
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Cavalcabo, G.: Malignant Myoma; an Anatomo- 
pathological Contribution (Miomi_ maligni; 
contributo anatomo-patologico). Tumori, Milano, 
1943, 29: 207. 

Two cases of malignant myoma are reported. The 
first was that of a 51 year old male who suffered an 
injury to the perineal region (on falling astraddle a 
tree limb), and a year later exhibited a tumefaction 
adherent to the end of the coccyx and protruding 
slightly into the rectum. The tumor was rather soft 
and adherent to the skin and rectal mucosa. Roent- 
gen examination showed decalcification and alteration 
of the adjoining coccyx. The neoplasm was not re- 
moved but the biopsy specimen was pronounced a 
myoma malignum by Businco. 

The second case, also pronounced a malignant de- 
generation of a uterine myoma by Businco, was 
found in the extirpated uterus of a 60 year old wom- 
an. This second tumor was not so polymorphous, 
undifferentiated or atypical (in contradistinction to 
the first) that its leiomatous character could not be 
recognized. 

The author concludes from his own personal ob- 
servations and from a study of the literature that all 
the various types of myoma are merely degrees of a 
general anaplastic process, ranging from that degree 
wherein the original tissue (striated or nonstriated 
muscle tissue) is sufficiently preserved in the tumor 
itself as to be recognizable (as in a rhabdomyoma 
or leiomyoma) to that in which polymorphous and 
undifferentiated tissues closely resemble the histolog- 
ical picture presented by the sarcomas. 

Joun W. BRENNAN, M.D. 


Papanicolaou, G. N.: The Diagnosis of Cancer. 
J. Am. M. Ass., 1946, 131: 372. 

The apparent potentialities of studying the ex- 
foliated cells in various secretions of the body have 
not been fully appreciated probably because of an in- 
efficient and inadequate technique. Good fixation and 
good staining of the cancer cells are of paramount 
importance in this cytological method of diagnosis. 

The diagnostic value of the smear test is based on 
the constant exfoliation of malignant neoplasms 
with a free surface. 

Smears from the vaginal secretion, sputum, and 
gastric, duodenal, thoracic, and peritoneal fluid can 
be prepared. 

Among the advantages of this method one should 
mention that: (1) it is simple and inexpensive, (2) it 
is reliable in the hands of experienced men, (3) it 
permits the early recognition of incipient cases or of 
hidden carcinomas such as carcinomas in situ, (4) it 
can be carried out on a large scale as a screening 
method, (5) it does not conflict in any way with other 
well established methods of pathological diagnoses, 
(6) it may eventually reveal the presence of cancer 
when biopsy has failed, although it may occasionally 
fail to show an existing cancer discovered by biopsy, 
and (7) it is of unique value in following up the re- 
sult of operative procedures or the progress of ir- 
radiation or other therapy. 


The main disadvantages are that (1) the criteria 
of the method are not yet clearly outlined and need 
to be further standardized, (2) the type and origin of 
the malignant cells are not always clear, (3) the 
grade of malignancy is not revealed, (4) no informa- 
tion is given as to the mitotic activity of the malig- 
nant growth or as to its relationship to the adjoining 
normal tissues, and (5) the average time required for 
the examination of a smear is somewhat longer than 
that required for examination of a pathological sec- 
tion. Josern K. Narat, M.D. 


Hueper, W. C.: Occupational Cancer. J. Am. M. 
Ass., 1946, 131: 738. 

The term “occupational cancer” is applied to 
malignant tumors which originate in persons during 
the course of, and as the result of, the regular and 
usually prolonged exercise of certain occupational 
activities which entail contact with some exogenous 
physical or chemical carcinogenic agent acting in 
proper intensity. 

With the advent of the modern industrial era, the 
soot cancer of the English chimney sweeps and the 
lung cancers of the cobalt and uranium miners in 
Schneeberg and Joachimsthal were recognized as of 
occupational origin. The urinary bladder tumors in 
workers in the aniline dye industry and the cancer 
resulting from contact with radioactive substances 
and roentgen rays were added to the growing list of 
occupational cancers. Definite proof of carcinogenic 
properties has been obtained for arsenic, tar, pitch, 
soot, crude mineral oil, crude paraffin oil, anthracene 
oil, shale oil, some fuel and lubricating oils, creosote, 
benzene, aromatic amines, and rays from radioactive 
substances. The exposure time necessary for elicit- 
ing cancerous reactions in exposed workers varies 
greatly with the type and potency of the carcino- 
genic agent, the intensity of the exposure, and the 
susceptibility of the individual. The range is from 6 
months to 3 to 4 decades, while the average time is 
from 5 to 15 years. 

The rapid increase in the number of recognized 
and suspected agents causing industrial cancer which 
has occurred during the last 40 years makes it more 
likely that new and heretofore unsuspected carcino- 
genic agents of an industrial nature will be dis- 
covered during the coming years. Such a develop- 
ment is foreshadowed by the observations made 
recently that cancers of the liver develop in mice 
exposed to carbon tetrachloride, a commonly used 
organic solvent, and that cancers of the lung de- 
velop in mice which inhale ethyl carbonate (ure- 
thane), which is employed for anesthetic purposes. 

Fourteen comprehensive recommendations for the 
control of occupational cancer are made. Among 
these is the suggestion for a nation wide survey by 
skilled investigators, representing management, in- 
dustrial physicians, members of the Public Health 
Service and of departments of industrial hygiene, to 
determine the actual scope of the problem of in- 
dustrial cancer. Lastly, an institute for the study of 
occupational cancer should be founded and should be 
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attached to or co-ordinated with one of the large 
existing cancer research centers in order to provide 
for proper integration of the results obtained by 
such investigations with those obtained by cancer 
research in general. Such an organization would 
serve industry for consultative and investigative 
purposes on matters of occupational cancer. 
Epmunp A. Gorvett, M.D. 


Bogart, F. B.: Leucosarcoma. Am. J. Roentg., 1946, 
55: 743- 

Sternberg in 1908 first described a clinical entity 
characterized by mediastinal enlargement and a ter- 
minal blood picture classified as acute lymphatic leu- 
cemia. Biopsy of enlarged superficial lymph nodes is 
reported as lymphosarcoma. At autopsy there was 
lymphoblastic infiltration of the thymus, and an en- 
largement of the liver, spleen, kidneys, and other 
organs. 

As the thymic enlargement frequently produces 
the first symptom, shortness of breath, the chest 
roentgenogram often is the first procedure used for 
examination. Therefore, the radiologist should be 
aware of this entity so as to evaluate the x-ray find- 
ings properly and possibly suggest the clinical diag- 
nosis before blood changes occur. 

Leucosarcoma may occur at any age from 6 to 70, 
with one-third of the cases being found between the 
ages of 21 and 30. There is no sex predominance. 
Not all authors agree completely with Sternberg’s 
descriptidh. Flashman and Leopold reviewed 107 
cases and found only 60 with primary invasion of the 
thymus. Some reports in the literature describe a 
similar syndrome in which other glands than those in 
the mediastimum are primarily involved. Evans and 
Leucutia believe that if more patients with lympho- 
sarcoma would live longer, they would probably 
show the terminal leucemic blood picture. Isaacs be- 
lieves the condition is primarily a blood dyscrasia 
and the predominant blood cell—the leucosarcoma 
cell—must be differentiated from lymphoblasts and 
other immature blood cells by its staining character- 
istics. 

The blood picture may be normal when first seen. 
The symptoms vary considerably and include: ma- 
laise, weight loss (usually slight), slight elevation of 
the temperature, bleeding (petechie, hemoptysis, 
hematuria, epistaxis, hematemesis, gross bleeding 
from the mucous membranes, and retinal hemor- 
rhages), joint pains, chest pains, cough, dyspnea, 
herpes, toxic erythema multiforme, diplopia, and lo- 
cal edema. 

There is considerable diversity of opinion as to the 
origin of the invading cell. Sternberg believed it was 
a large lymphoblastic type of blood cell. Some be- 
lieve the thymus is the point of origin, while Margolis 
and others believe the thymus is invaded along with 
other organs and that the cells do not represent 
hyperplasia of the thymic gland cells. 

The early opinion that roentgen therapy precipi- 
tated the leucemic phase has now been entirely dis- 
proved. Roentgen therapy is indicated when the 


mediastinal enlargement or other glandular masses 
produce circulatory or respiratory embarrassment. 
If the patient is seen before the leucemic phase with 
a large mediastinal mass blocking adequate circula- 
tion to the head and neck with gross swelling of the 
face and neck, the response to roentgen therapy is 
often prompt and dramatic. Gross reduction in the 
tumor mass with relief of the edema and distress 
within from 24 to 48 hours after the administration 
of fcom 20or to 4oor should lead the radiologist to 
suspect that he is dealing with a leucosarcoma. The 
course of the disease is rapid and is usually not affect- 
ed by roentgen therapy, ending fatally in a few 
weeks or months. 

The author presents 2 complete case reports, in- 
cluding blood studies and autopsy findings which con- 
form to Sternberg’s description. 

Rosert R. BicELtow, M.D. 


Carp, L.: Basic Principles in Geriatric Surgery. 
Ann. Surg., 1946, 123: 1101. 

This article presents briefly some of the more 
pertinent principles in geriatric surgery, the impor- 
tance of which is emphasized in the latest census 
figures. Between 1930 and 1940, the life span of 
people over 65 increased 35 per cent as compared to 
a 7.2 per cent increase in the general population. 
Geriatric surgery can ‘‘add life to years and years to 
life.”” 

Since the opening in 1939 of a modern, well 
equipped, 1,500 bed municipal hospital in New York, 
for research of the causes, prophylaxis, and manage- 
ment of chronic illnesses, 450 major operative pro- 
cedures have been performed on people over 60 
years of age. They were all bad risks, particularly 
since most of them had been neglected for a consid- 
erable time prior to surgery. This, the author be- 
lieves, accounted for the high mortality rate of 22.6 
per cent, but he clearly shows that this appalling 
figure is not a true index as to the ability of the aged 
to withstand surgery presently. Recent advances in 
medicine and surgery have outdated the maxim that 
old age itself precludes surgical intervention. 

It is difficult to establish a line at which old age 
begins, but biologically it depends upon the degree 
of degeneration present, which process usually is 
slow progressive, and persistent. All tissues and 
organs in an individual do not necessarily age syn- 
chronously. Senility implies physical defects and de- 
generative conditions accompanied by social mal- 
adjustment and impairment of the intellect, emotions, 
and sustained effort. 

Numerous factors must be considered judiciously 
in evaluating the risk of operating on the aged, and 
it is emphasized that experienced surgical judgment 
is of no minor importance in this connection. The 
diminished reserve in the aged must be ascertained 
and one must not lose sight of the fact that conserv- 
atism is often hazardous and fatal. Diseases of the 
cardiovascular and renal systems, as well as debil- 
itation and dehydration, frequently complicate the 
picture and, needless to say, must be discerned and 
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corrected preoperatively if possible. Clinical syn- 
dromes may be masked in old age and one must be 
vigilant. Frequently, the absence of fever, pain, and 
leucocytosis is a common finding in peritonitis, and, 
clinically, chest findings may be minimal even in the 
presence of a diffuse bronchopneumonia. Certainly, 
this stresses the need for adequate consultation. 
Elective surgery should be postponed during hot, 
humid weather. Coronary sclerosis per se is not a 
contraindication to operation if decompensation is 
not present. Acute occlusion after operation is 
infrequent. 

Provided the risk is not too great, the indications 
for operative intervention are similar to those of any 
age group. In the aged, these indications generally 
result from complications connected with the degen- 
erative processes, whether inflammatory, metabolic, 
or neoplastic. 
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Shock is insidious and most hazardous, and cor- 
rection may be in vain. Precise technique is manda- 
tory and frequently “‘staging” of an operation is 
well advised. Supportive measures during a pro- 
longed procedure are imperative. A major factor in 
the increased success of geriatric surgery is the im- 
provement in anesthesia. The author stresses the 
role which crymal anesthesia plays in amputations 
of the lower extremity. 

Old people recover more quickly {rom an operation 
and have fewer wound disruptions than is generally 
realized. Early ambulation, in selected instances, 
reduces the béte noire of geriatric surgery, namely, 
pneumonia, circulatory failure, and pulmonary em- 
bolism. Medicinal depression should be avoided for 
the same reasons. Old people often must be handled 
with patience and tact. Psychiatric consultation and 
therapy may be required. Davm H. Lynn, M.D. 








